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CARCINOMA IN THE CERVICAL STUMP experience shows that the latter is more commonly 


AFTER SUPRAVAGINAL HYSTEREC- 


TOMY; AND THE RADIUM TREAT- 
MENT OF CARCINOMA OF THE 


CERVIX.* 
Louts Frank, M. D., F. A.C. S., 


LovIsviLLE, Ky. 


While it is known that the corpus uteri may be 
the original site of carcinoma without appreciable 
involvement of the cervix, and vice versa, the oc- 
currence is strangely at variance with modern patho- 
logic precepts based upon anatomic and structural 
considerations. However, the coincidental develop- 
ment of corporeal and cervical carcinoma seems to 
be unusual so far as can be determined from opera- 
tive and necropsy records. Obviously where opera- 
tion or necropsy shows the corpus and cervix 
equally implicated in malignancy, certain determina- 
tion of the situs of original development would be 
impossible. 

The probable etiologic relationship between ute- 
rine fibromyomata and corporeal carcinoma has 
been carefully studied by some of the most promi- 
nent observers in the world; but, like the essential 
causative factor of malignant neoplasms developing 
in other situations, the problem remains unsolved. 

It is interesting to note that the incidence of car- 
cinoma uteri is nearly five times greater in women 
who have fibro-myomata than in those who do not. 
Noble states that the evidence is overwhelming that 
the presence of uterine fibromyoma leads to carci- 
noma; not that it becomes a carcinoma, but the 
presence of the tumor exerts an influence upon the 
nutrition of the uterus (or an influence upon nutri- 
tion which we do not understand) and as a matter 
of fact carcinoma develops—particularly carcinoma 
of the corpus. According to Winter, fibromyomata 
are a direct cause of carcinoma of the corpus uteri; 
and Piquand claims the evidence is convincing that 
fibro-myomata are a direct cause of carcinoma of 
the cervix. 

The relative frequency of corporeal and cervical 
carcinoma has been variously estimated by different 
Writers, and while there is no consensus of opinion, 


"Brief extracts from this paper, including the personal case re- 
en were presented before the Jefferson County Medical Society, 
uisville, Kertucky, November 17th, 1919, and will appear in the 


transactions of that organization. 


observed in the proportion of about two to one. 
However, since uterine fibromyomata are now sub- 
jected to routine section and microscopic examina- 
tion after removal, future statistics will probably 
show an increased percentage of corporeal involve- 
ment. 

“Of 3,786 patients with fibromyomata uteri men- 
tioned by Noble and Cullen, 124 also had corporeal 
or cervical carcinoma, 7. e., slightly more than three 
per cent. Winter cites 1,270 cases of fibromyomata 
uteri with cervical carcinoma in 25, or about two per 
cent. Study of available statistics induces the con- 
viction that approximately two and a half per cent. 
of cases of fibromyomata are sooner or later com- 
plicated by carcinoma of the uterine corpus or cer- 
vix. However, it seems quite improbable that 
uterine fibromyomata are a direct cause of cervical 
carcinoma as stated by Piquand. 

The occasional development of carcinoma in the 
cervical stump, at various periods after supra-va- 
ginal hysterectomy for uterine fibromyomata or in- 
flammatory lesions, has been noted by many sur- 
geons. And while careful search of the literature 
reveals only a limited number of such cases, it is 
believed not a few have occurred that have not 
been reported, and others have escaped recognition 
because of inefficient methods of investigation. In 
any event available records show that less than 
eighty cases have been thus far reported in the 
literature of the world. 

Attention was first directed to this subject by 
Chrobak who reported three cases of malignancy in 
the cervical stump after supra-vaginal hysterectomy 
—two carcinoma and one sarcoma. The subject 
was later rather extensively reviewed by Botzong 
and his monograph, published in 1902, contained 
all the examples then recorded. Prior to 1913 the 
records of the gynecological cliriic at Johns Hop- 
kins Hospital showed only 2 cases, These were 
reported in detail by Leonard, who collected and 
tabulated 34 others from the literature, making a 
total of 36. In 1917 Vander Veer recorded 3 addi- 
tional cases, two coming under his personal observa- 
tion and one occurring in the practice of Bagot and 
Freeman of Denver, Colorado. He also cited 5 
others without details, contained in a personal com- 
munication from Baldwin of Columbus, Ohio. 
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Worrall in the same year reported 3 cases, which 
makes the total 47. To these I wish to add notes 
of 4 cases, three of which will be reported in detail, 
making the total number to date 51. In addition 
to these, according to Leonard, about twenty others 
have been mentioned casually, without details, in 
the literature at various times.* 

The following statistical data embrace the rec- 
ords collected and tabulated by Leonard in 1913 
plus those since appearing in the literature so far 
as it has been possible to obtain them. The cases 
mentioned by Baldwin and others without details 
are not included in the table which is compiled 
alphabetically according to authors without regard 
to chronological order. 


Careful scrutiny of the foregoing statistics makes 
apparent the fact that in about 40% of the recorded 
cases cervical malignancy probably existed and was 
overlooked at the time the patient was subjected to 
operation for uterine fibromyomata or inflamma- 
tory pelvic disease. The observation is rather in- 
teresting that in this series of forty-three cases 
there were only four of sarcoma, which again em- 
phasizes the fact that cervical sarcoma may be 
practically regarded as a pathological curiosity. 

The table shows four cases in which there was 
an unknown or at least unstated interval between 
the original operation and the appearance of cer- 
vical stump malignancy (Chrobak and Richelot) ; 
among the remainder the longest interval was 


Subsequent Type of growth 
Author Supravaginal hysterectomy for: development in cervix stump 
(a) Pelvic 1 year 3 mos...Carcinoma 
(b) Pelvic inflammation..... Carcinoma 
(b) Bilat. ov. cyst and pel. inf............. Carcinoma 


*The following data are copied verbatim from Leon- 
ard’s paper already mentioned: Richelot speaks of 
Hartman and Murtry each having seen one case, Le- 
Dentu two cases, and Pean “many more.” Christopher 
Martin is reported to have seen seven instances of ma- 
lignant disease in the cervical stump after supra-vaginal 
hysterectomy, developing from a few months to several 
years after operation. Ladinaki states he has seen three 
cases in addition.to the one noted in the table. Savor 
speaks of a case seen by von Hacker, and Olshausen 
refers to one noted by Pawlik. Batigne, Condamin, 
Krusen, and Hammond, have also reported cases. 


twenty years (Frank), the shortest one month (Ja 
cobs). Three sarcomata and twelve carcinomata 
developed within one year after the original opera 
tion. 

In this connection it must not be forgotten that 
while fibremyoma and carcinoma uteri may Co 
exist without immediate or subsequent cervical im- 
plication, yet proliferation of malignant cell ele 
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ments may occasionally occur from the corporeal to 
the cervical endometrium. Where fibromyoma and 
carcinoma coexist in the uterine corpus, changes 
in the uterine mucosa resulting from the myoma 
may play a part in the production of malignancy ; 
but it is positive that cervical stump carcinoma 
noted subsequent to supravaginal hysterectomy for 
fibromyoma uteri can not owe its origin to changes 
caused by the original neoplasm. 


The remainder is also important that, based upon 
tactile sense and casual ocular inspection, the clini- 
cal diagnosis of early cervical malignancy may be 
a physical impossibility, no matter how experienced 
and learned the observer. Doubtless cervical car- 
cinomata in many instances have been overlooked 
under such circumstances. Early diagnosis can 
be positively made only by careful pathologic and 
microscopic investigation. Not infrequently the 
presence of early cervical involvement has been 
detected by accident. Thus Kustner, according to 
Winter, discovered an early cervical carcinoma dur- 
ing autopsy upon the body of a woman who had 
died after supravaginal hysterectomy for fibro- 
myoma uteri; and while performing abdominal 
myomectomy Landau detected a small carcinoma- 
tous plaque within the cervix. More recently an 
example of infinitely greater importance has been 
recorded by Cullen. Vaginal hysterectomy was 
performed for an interstitial uterine myoma. Rou- 
tine laboratory examination of the specimen re- 
vealed the earliest squamous-cell cervical carcinoma 
he had ever seen. “Had an abdominal (supra- 
vaginal) hysterectomy been done instead of a total 
vaginal hysterectomy, we would ere long have had 
a well-marked carcinoma of the cervix and would 
have classed it as a carcinoma developing in the 
cervix after removal of the myomatous uterus, 
whereas the growth, though clearly present at the 
time of operation, would have been overlooked.” 
(Cullen). Leonard properly suggests that in many 
cases no doubt cervical carcinoma, reported as hav- 
ing developed subsequently, was really present at 
the time of operation. 


CasE ExHIBITs. 


(Frank.) October 12, 1918. Mrs. J., thirty-five, 
mother of one child (now fourteen years old), 
two abortions. Family history negative for ma- 
lignancy. Nothing of interest in previous per- 
sonal history, excepting supravaginal hysterec- 
tomy and bilateral O6ophorectomy one year prior 
to coming under observation. Patient did not 
know nature of condition for which operation 
was performed, nor were we able to ascertain. 
However, since then there had been almost con- 
tinuous vaginal hemorrhage indicating probable 
existence of cervical disease at time of original 


operation though it had progressed only to slight 
degree. Patient had moderate leucorrhea with 
slight odor; said she had not lost weight nor 
strength ; complained of constant pain in left ad- 
nexal region, but had not been confined to bed. 
Symptoms aggravated by unusual activity. 

Physical examination negative throughout ex- 
cept for pain on palpation in left adnexal region 
and sanguineous vaginal discharge. Upon intro- 
ducing speculum a small, ulcerated cervical nod- 
ule noted which bled readily upon manipulation. 
A probe passed two and a half inches into cervix 
toward left side. Clinical and microscopic diag- 
nosis: adeno-carcinoma. 

(Frank.) June 30, 1919. Mrs. H., fifty, mother 
of two children, two abortions. One daughter 
said to have had “fibroid tumor of the uterus.” 
Patient subjected to supravaginal hysterectomy 
eight years previously for fibromyoma uteri. In 
May, 1919, slight bleeding from vagina, later 
several profuse hemorrhages. Ten days before 
coming under observation bleeding recurred and 
had continued. Some pollakiuria, no dysuria, no 
pulmonary symptoms. During last two months 
patient had complained of pain in back principally 
over third and fourth lumbar vertebre. No pain 
in legs or thighs. 

Physical examination disclosed indurated, cer- 
vical mass extending into left broad ligament. 
Cervix much thickened, indurated and fixed. 
Diagnosis, clinically and microscopically, carci- 
noma of the cervix uteri. 

(Frank.) August 18, 1919. Mrs. W., fifty, no 
children, no abortions. Nothing of interest in 
family history. Patient operated upon for uterine 
fibromyoma twenty years ago; has had “rheu- 
matism” ever since; attack of influenza in De- 
cember, 1918. In February, 1919, had profuse 
vaginal hemorrhage lasting two days, which was 
finally controlled. At various times since has had 
continuous slight bleeding for several days and 
occasionally profuse hemorrhages. There was a 
watery vaginal discharge with foul odor. No 
pain in thighs, some pain in hips, but patient 
said “she had suffered with this for years.” No 
vesical or other symptoms. 

Physical examination revealed a mass or plug 
of tissue filling cervical lumen which bled readily 
when touched. There was apparently no ex- 
tension into broad ligament. Diagnosis, clini- 
cally and microscopically, adeno-carcinoma. 

(Price.) Mrs. D., forty-eight, Louisville Public 
Hospital—Service of Dr. L. Frank.  Fibro- 
myoma, supravaginal hysterectomy, February, 
1919, by another surgeon. Nine months later 
post-operative ventral hernia repaired by Dr. 
Price. Examination then revealed neoplasm in- 
volving cervical stump. Pathological examina- 
tion: carcinoma. “Extensive intra-abdominal 
adhesions together with a tumor which entirely 
filled the pelvic cavity.” 

(Noble). ‘Patient, thirty-five, three children, 
one abortion. Chronic menorrhagia, numerous 
attacks pelvic peritonitis. Uterine fibromyoma 
cocoanut size, left ovarian cystoma, right hydro- 
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salpinx; structures densely adherent in pelvis; 
tumors edematous and infiltrated with inflamma- 
tory products. Supravaginal hysterectomy, bi- 
lateral salpingo-Gophorectomy. ‘A typical con- 
dition of tumors attributed to repeated attacks 
peritonitis. Four months later irregular vaginal 
hemorrhages; eight months after operation ex- 
amination disclosed extensive carcinoma involv- 
ing pelvis, vagina and cervix. “As the speci- 
mens from this case were not examined, it is im- 
possible to say definitely where was the primary 
site of the cancer; but, in view of the history 
both before and after operation, there is good 
reason to believe that a carcinoma of the body 
of the uterus existed as a complication of the 
fibroid tumor at the time of the operation, and 
that the disease had already involved the broad 


ligaments when the hysterectomy was per- 
formed.”* 
(Currier.) Patient, fifty-one. Fibromyoma 


uteri, supravaginal hysterectomy, bilateral sal- 
pingo-odophorectomy. Carcinoma left breast eigh- 
teen months later. Examination ‘nearly five years 
after original operation revealed malignancy in 
cervical stump. Portio vaginalis large and mov- 
able, endometrium and tissues surrounding cer- 
vix sensitive to probe; cystic degeneration of os 
uteri; relaxation of vaginal walls. Cervix dis- 
sected from vagina found covered with thickened 
adherent peritoneum. No disease discoverable 
within pelvis. Mucosa of os uteri showed typical 
epithelioma; no proliferation into surrounding 
structures nor disintegration of tissue. 

(Manton.) Fatient, forty-five. Fibromyoma 
uteri, supravaginal hysterectomy, only small por- 
tion of cervix left. Three months later vaginal 
hemorrhage. Examination showed large cauli- 
flower growth protruding from external os, fri- 
able, bleeding on slightest touch. Cervical rem- 
nant including neoplasm removed. Pathological 
examination original tumor then made which 
showed round-cell sarcoma. Cervical stump; 
spindle-cell sarcoma. 

(Leonard.) Negress, forty-three. Pelvic inflam- 
matory disease, omentum and sigmoid densely 
adherent in left-sided tubo-ovarian abscess. Su- 
pravaginal hysterectomy, bilateral salpingo- 
oophorectomy. Eighteen years later intermittent 
then continuous vaginal hemorrhage. Examina- 
tion disclosed on posterior cervical lip rough- 
ened, friable neoplasm, bleeding on manipulation, 
apparently not extending beyond cervical stump. 
Cervix removed by Wertheim’s method; dense 
adhesions about cervical stump, urocyst and ure- 
ters. Miscroscopic examination: squamous-cell 
carcinoma. 

(‘Leonard.) Patient, thirty-eight. Bilateral ova- 
rian cystoma, dense adhesions involving uterus, 
urocyst, omentum and intestines. Supravaginal 
hysterectomy, bilateral, salpingo-dophorectomy. 


Three years later foul vaginal discharge and 


*In discussing Currier’s paper (Amn. Gyn. Assn. 1906) Noble 
mentions a second case of carcinoma of the cervical stump. If he 
has made a detailed report of this second case I am unable to locate 
the reference. 


hemorrhage. Examination revealed fungating, 
movable neoplasm involving cervix and vagina. 
Cervical stump, neoplasm and portion vesical 
wall excised. Microscopic examination: squa- 
mous-cell carcinoma. 

(Vander Veer.) Widow, forty-eight, never 
pregnant. Fibromyoma uteri; supravaginal hys- 
terectomy. Nearly ten years afterward vaginal 
discharge and hemorrhage. Later examination re- 
vealed cervical ulceration. Cervix removed 
through abdominal incision. Pathological report 
scrapings and section: carcinoma. 

(Vander Veer.) Patient, forty-eight. Suprava- 
ginal hysterectomy for fibromyoma uteri. Two 
years afterward bloody, foul vaginal discharge. 
Cervical stump ulcerated, and granulating mass 
presented, removed through vagina. Patholog- 
ical report: “chronic inflammatory condition, 
probably carcinomatous.” 

(Vander Veer.) Patient, thirty-eight. Fibro- 
myoma uteri, chronic salpingitis. Supravaginal 
hysterectomy, bilateral salpingectomy. Cervical 
discharge continued, treated by family physician 
without benefit. Four years after operation pro- 
fuse vaginal discharge, pain in abdomen, sacral 
region, and thighs. Examination disclosed ad- 
vanced carcinoma cervical stump and left vaginal 
fornix extending into base left broad ligament. 

The almost universal practice among surgeons 
heretofore has been to undertake radical operation 
for removal of the cervix so soon as evidence of 
malignancy appeared, provided the case was then 
considered operable and the physical status of the 
patient warranted operation. So far as I am aware 
there are no statistics to show the actual mortality 
in this class of cases; whether it is greater or less 
than that following primary operation for cervical 
carcinoma cannot be definitely determined ; but the 
fact remains that in the majority of instances the 
cervical stump and other implicated tissues have 
been surgically extirpated according to one of the 
methods in vogue. For obvious reasons, such ope- 
rations may be fraught with considerable difficulty 
and danger unless the surgeon is thoroughly famil- 
iar with the type of procedure required; ‘particu- 
larly is this true where infection and glandular in- 
volvement have already supervened. Moreover, ra- 
dical surgery has produced few permanent cures 
after adjacent pelvic viscera have become impli- 
cated in the carcinomatous process. 

Attention is herein directed to the applicability 
of radium therapy versus surgery in the type of 
cases being considered. The following extracts 
from a recent paper by Janeway seem especially in- 
teresting and important in this connection: 


“When it is considered that at a conservative estimate 
eight thousand to nine thousand women die of uterine 
carcinoma every year in the United States, and that elabo- 
rate search shows only sixty-one women operated upon 
five years prior to 1916 who have been cured of cervic 
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carcinoma, can any consideration justify postponement 
of the general use of radium in the treatment of uterine 
carcinoma? While, of course, more than sixty-one women 
in this country up to five years ago have been cured of 
cervical carcinoma, by operation, yet this number indi- 
cates what a ‘drop in the bucket’ the operative treatment of 
cancer of the cervix uteri is toward meeting the real de- 
mands of this malady upon the medical profession; but 
granting that radical abdominal operation could cure one 
hundred per cent. of the operable patients of cervical car- 
cinoma applying for treatment, there are not in the coun- 
try a sufficient number of capable surgeons to perform the 
required work. Contrasting with these facts the record 


which radium has already made, however immature this © 


record may be; the fact that it has produced cures of two 
to four years standing in cases too extensive for opera- 
tion; the fact that it has produced cures of three years 
standing and over in a larger percentage of early cases 
than operation has produced—one author claiming for it 
in this stage one hundred per cent. of cures; the fact that 
treatment by it in no way interferes with the patient’s 
routine life and subjects her to no risk; the fact that it is 
a remedy capable of being used by anyone possessing the 
simplest gynecological training, after receiving certain 
easily acquired technical instruction; contrasting these 
facts with the operative records, .. not the time ripe to 
urge each county medical society to make the effort to 
place a supply of radium in its district? Aside from the 
relief in advanced cases, can there be any dowbt that, if 
such a plan be followed, more patients with uterine carci- 
noma would be cured than are now saved by operation, 
and a knowledge of this fact soon go further in inducing 
women to seek help in an early stage than are at pres- 
ent induced by the attractions of a radical abdominal 
operation ?” 


In the three personally observed cases mentioned 
herein radium therapy was employed. The first pa- 
tient was given four treatments of 600 milligram 
hours each, viz., October 12, 1918, May 10th, June 
27th, and July 26th, 1919. It was then noted that 
the cervix was completely movable, local healing 
had occurred, and no evidence of the pre-existing 
disease could be discovered. Examination October 
19, 1919, disclosed no evidence of disease about the 


' cervix and permanency of the cure seems reasonably 


assured. 
The condition of the second patient was extreme- 


| ly serious when first observed. Hemorrhage had 
| been profuse and dissolution seemed imminent. A 
' 1200 milligram hour radium treatment was given 
| June 20, 1919, and another August 12th. Exami- 
| nation then disclosed no induration on right side; 
on the left there was still some “thickening” 
| which extended to pelvic wall; slight vaginal slough- 
| ing, otherwise vagina normal. The third treatment 
» was given September 12th, 1919, at which time the 
| patient was much improved, there being no evi- 
| dence of the former disease excepting slight indura- 
tion toward the left side. 


The third patient was given a 1200 milligram- 


hour treatment, August 18, 1919. Examination 
| October 2nd, showed perfect local healing, the cer- 
| vix being movable and apparently normal. There 
» Was still slight evidence of “thickening” in right 
| Utero-sacral ligament. 


It is believed that in cases 1 and 3 an absolute 
cure will be obtained; what the ultimate result will 
be in case 2 cannot be foretold. These patients are 
not completely dismissed, they are required to re- 
port at intervals for further observation just as are 
patients operated upon for carcinoma in other situa- 
tions until they have passed the five-year limit. 


During the thirty-two months between February 
13. 1917, and October 13, 1919; exclusive of the 
three cases herein reported, radium has been used 
in the treatment of 38 patients with cervical car- 
cinoma. Eight of the series would probably have 
been classified as operable; thirty were absolutely 
inoperable when first observed. Several of the lat- 
ter group had been unsuccessfully treated by curette- 
ment and cauterization; all had been rejected for 
radical operation; many had been refused any ope- 
rative procedure whatsoever. 


Of the thirty-eight patients included in this *se- 
ries, eleven had died; four others are not well 
and may never be, though there is now no local evi- 
dence of disease, the cervix has completely healed, 
and no infiltration can be detected. Eighteen of the 
patients are absoluely well; some of these were 
treated two years ago; they are still under obser- 
vation and will remain so for three years longer. 
For various reasons six of the patients could not 
be traced after treatment, therefore their present 
condition is unknown. 


In the radium treatment we have as a rule given 
1200 to 1500 milligram-hours as a dose. While we 
agree with those who state massive dosage for short 
periods is the better plan of procedure, yet by 
employing smaller dosage repeated or extended 
over longer periods identical results may be ob- 
tained. It will be noted that of the thirty-eight pa- 
tients with cervical carcinoma, thirty of whom were 
classified as absolutely inoperable when first ob- 
served, permanent cure seeems assured in approxi- 
mately fifty per cent.; and of the three cases re- 
ported in detail, where cervical carcinoma developed 
subsequent to supravaginal hysterectomy, perma- 
nency of the cure appears certain in two. 

A statistical comparison of the ultimate outcome 
following radium therapy versus surgical removal of 
cervical carcinoma would seem of especial interest 
at this time. The following data are abstracted 
from the admirable article by Janeway which ap- 
peared only a few months ago, and to whom it is 
desired full credit be extended for the privilege 
exercised in excerpting and reproducing the ma- 
terial. Those who wish to pursue the study of this 
subject will find Janeway’s contribution of absorb- 
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ing interest. A complete bibliography to date of 
publication follows his article. 

Summary of Janeway’s tables shows the following fig- 
ures; Carcinoma of cervix removed by radical abdominal 
operation: Of 5,027 cases, 1,720 or 34.21 per cent. were 
operable. Of 1,997 cases there was a mortality of 364, or 
18.23 per cent. Of 1,090 cases there were 386 cures (with 
few exceptions five years standing), or 35.41 per cent. of 
traced cases, or 19.32 per cent. of cases operated on, or 
less than 11.72 per cent. of cases applying for treatment. 

Carcinoma of the cervix removed by vaginal method: 
Of 1,305 cases, 654 or 58.1 per cent. were operable 
(Schauta). Of 727 cases there was a mortality of 68, or 
9.35 per cent. Of 647 cases there were 192 cures (five 
years standing), or 29.67 per cent. of traced cases, or 17.74 
per cent. of cases operated on, or less than 11.72 per cent. 
of cases applying for treatment. 

“While the immediate mortality in the most skillful 
hands is only ten per cent., it is still twenty per cent. in 
skilled hands, and in the hands of even Wertheim, during 
the period of development of his operation, in his first one 
hundred cases, it was thirty per cent. Such a high mor- 
tality restricts the usefulness of the operation to relatively 
few surgeons, entirely inadequate to meet the demands of 
the large number of patients having cervical cancer. Nor 
does this high mortality tell the whole story. It leaves 
out of consideration entirely, first, the necessity for re- 
stricting the operation to a small percentage of the most 
painful cases and second, the suffering entailed by the 
operation itself and its sequelz. Such sequele followed von 
Rosthon’s operations in no less than forty-two per cent., 
and included ureteral and vesical fistulae, secondary necro- 
sis of the urinary bladder, injury to the rectum, fistule 
of the intestine, and in one case division of the obturator 
nerve with permanent paralysis of the leg. Weibel reports 
six per cent. of utero-vaginal fistule from the Wertheim 
clinic. Post-operative sequel, including suppuration of 
the abdominal incision, cystitis, peritonitis, ureteral fistu- 
le, vesical fistulze, phlebitis, laceration of the rectum, 
pleurisy and recto-vaginal fistule occurred in twenty-two 
of Clark’s thirty-six patients, or in seventy-three per cent.” 
( Janeway.) 

In expressing his dissatisfaction with the opera- 
tive treatment of cervical carcinoma, Clark states: 
“If an operation or other therapeutic procedure is 
to have a permanent place in our armamentarium it 
must be sufficiently easy to make it available, not 
only for a few skilled specialists, but for the great 
body of surgeons working in every quarter of this 
and other countries. In these days of low mortality 
percentages, attending nearly all the major opera- 
tions, no operation can possibly gain headway which 
combines with it a shockingly high mortality and 
a large number of distressing and disabling se- 
quele.” Similar views are expressed by Peterson. 

According to Janeway, Wickham may be prop- 
erly referred to as “the father of the radium treat- 
ment of cancer.” His work dates from 1906, and 
his results of the treatment of one thousand cases 
were published in 1910 and 1913. The work of 
Dominici must also be mentioned. He was re- 
sponsible for the development of numerous tech- 
nical improvements, particularly the principles of 
filtration. Many later reports have appeared, espe- 
cially by Caan (1909), Czerny and Caan (1912), 
Pinch (1912), Riehl, Ranzi, Schueller, Sparmann 


(1913) ; in this country, Abbe, and finally the book 


of Paul Lazarus (1913). Kroenig deserves credit 
for introducing radio-activity in gynecology ; but the 
reports of Doederlin and Bumm (1913), and the 
papers by Cheron and Rubens-Duval, Schauta, 
Schindler, Scherer and Keley, and Latzko and 
Schueller (1913) furnished the great impetus to the 
treatment of uterine carcinoma by radium.* 

Doederlein reported one cure of an operable 
case of cervical carcinoma, and excellent results in 
other cases, presenting microscopic sections showing 
the retrogression of carcinoma after use of radium, 
Bumm recorded nine instances of apparent clinical 
cure of patients with advanced cervical carcinoma 
by use of mesothorium and roentgen-rays. Cheron 
and Rubens-Duval mentioned one hundred and 
fifty-five results, conservatively classified as im- 
provements, in one hundred and fifty-eight patients 
with advanced cervical carcinoma. Forty-six of 
these improvements were probable cures; in two of 
the cases, both inoperable, the cure was proved, in 
one by autopsy, the other by histological section. 


Schauta cited eleven clinical cures in sixteen pa- 
tients with cervical carcinoma treated by radium and 
mesothorium ; he believed radium was the more ef- 
fective of the two agents. Schindler described fa- 
vorable results in cervical carcinoma treated by 
mesothorium and radium. Scherer and Keley con- 
cluded that the treatment of two hundred and eigh- 
teen cases of cervical carcinoma by roentgen-ray 
and radium gave 10.5 per cent. greater freedom 
from recurrence than operative measures alone 
Latzko and Schueller cited five clinical cures in 
seven advanced cases of uterine carcinoma. 


Later still more encouraging results appeared. 


Bumm mentioned one hundred and eight cases of 
cervical carcinoma treated by radium; of these only 
five were operable ; among them were fifteen rect} 
rences; clinical cure produced in ten inoperabkf 
cases. Doederlin and von Seuffert obtained disap 
pearance of subjective and objective symptoms ! 
thirty-one of one hundred and fifty-three cases 0! 
uterine carcinoma; twelve of the thirty-one wey 
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inoperable. Kroenig recorded two hundred aif 
fifty-four cases of uterine carcinoma treated lip 
roentgen-ray and mesothorium; sixty-four 
treated prophylactically after operation and of 
hundred and fifty entirely without operation; nit? 
teen remained free from cancer. He concluded tlh 
where carcinoma was still localized in its primaty 
site (the type usually termed operable), complet 
disappearance of the carcinoma occurred so fat 


*It may be otf historcial interest to observe that radium was "> 
actually discovered by Madame Currie, it was merely isolat 
an element by her. adium was known as early as 1850 as 4 @e 
pound, and some of its characteristics were described by its ° 
coverer. 
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could be recognized histologically. His longest cure 
was two years. He had not been able to cure metas- 
tatic carcinoma, nor cases where the disease had 
invaded neighboring tissues, deep invasion for in- 
stance of the broad ligaments, though remarkable 
retrogressions and temporary cessations of growth 
had followed treatment of the latter. 

Dobbert (1914) reported the results of treatment 


in forty-four cases of uterine carcinoma, thirty- 


one of which involved the cervix ; eighteen were in- 
operable and six operable. He concluded that it 
was permissable to treat early operable cervical car- 
cinoma by radium alone. In many deep invasions 
around the original situs elimination of the growth 
might be expected; and in more advanced cases 
temporary cure might be obtained; he discouraged 
treatment in far advanced cases. Weinbrenner de- 
scribed eight successful results in thirty-two cases 
of genital carcinoma by use of mesothorium. Allman 
recorded the results in eighty-five patients with 
uterine carcinoma treated by mesothorium; fifteen 
were free from symptoms, these either had recur- 
rent growths or had refused operation ; twenty other 
inoperable cases became operable. Favorable re- 
sults in genital carcinoma are also reported by Leg- 
neu and Cheron, Morton, Dieffenbach, Foveau de 
Cournelles, Jacobs, Kroemer, Tate, Pozzi and Rou- 
hier, Oertel, Seuffert and Klein. 

Far more definite results were recorded in 1915 
many of which gave evidence of permanency of 
cure by radium treatment. Thus Doederlein men- 
tioned 12 patients with inoperable uterine carcinoma 
who had remained well more than a year after treat- 
ment by radium, and definitely advocated radio- 
therapy for operable carcinoma uteri. Since De- 
cember, 1913 (one and a half years), ‘Flatau had 
not operated upon a single patient for cervical car- 
cinoma and had obtained a greater number of re- 
coveries than following operation. Burrows re- 


| ported that disappearance of early cervical carci- 
cases 
ne wert ' lesions was fairly constant after radium treatment. 
lred 
eated 
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uded tf operable. Of the operable cases four were treated 


; primat with radium alone and were well, two of them two 


noma and marked improvement in more advanced 


Degrais cited “a number of patients” with cervical 
carcinoma treated by radium who were well four 
years afterward. 

Kelly and Burnham (1915) reported the results 
of treatment in 213 patients, 14 of whom were 


The re- 


mained well six months to three years after treat- 
These results are considered suggestive when 


it is considered that after operation alone there is 
recurrence in seventy-five per cent., and in sixty 
per cent. during the first year. One hundred and 
ninety-nine patients were inoperable at time of 
treatment; these included inoperable primary neo- 
plasms and inoperable recurrent cases. Fifty-three 
of this group were clinically cured and one hundred 
and nine improved. Of thirty-five patients in this 
group, all primarily inoperable, three have remained 
well four years; two for three years; and seven- 
teen over one year. Eighteen primarily inoperable 
recurrent neoplasms in this group remained clin- 
ically cured; one over six years; another over four 
years ; eleven over two years; ten over one year. In 
other words, fifty-seven of the two hundred and 
thirteen patients with cervical carcinoma, four ope- 
rable and fifty-three inoperable, were cured by ra- 
dium ; i. ¢., all the operable cases and twenty-six per 
cent. considered inoperable at time of treatment. 
Baish, since February, 1914, treated all cases of 
uterine and vaginal carcinoma with radium; a total 
of cne hundred cases were recorded, divided into 
three groups: Group one, forty-three patients, were 
all inoperable with definite parametrial infiltration ; 
many of these were benefited but only one clinically 
cured. Group two, patients on the borderland of 
operability ; of these ten, or 50 per cent., were clin- 
ically cured. Group three, included thirty-sevén 
operable patients; of these twenty-eight, or 75 per 
cent., were clinically cured. Adler recorded clinical 
cure in nine inoperable cases of cervical carcinoma, 
two inoperable carcinomata of the uterine corpus, 
and one of the vagina. Excellent results in ad- 
vanced genital carcinoma were reported also by St. 
Clair, Fabre, Sir Thomas Oliver, von Graff, Miller, 
Fueth and Ebeler, Bergonie and Speder, Abbe, 
Kolischer, Turner, Ranschoff and others. 

Schmitz (1916) recorded his results in the treat- 
ment of eighty patients with pelvic carcinoma. Clin- 
ical cure was obtained in eleven of thirty-five cases 
of inoperable carcinoma of the uterus; in seven 
of twelve operable patients; and in four of fifteen 
recurrent cases; making twenty-two clinical cures 
(sixty-two patients) or 35.5 per cent. His report 
is significant when it is considered that fifty of his 
sixty-two patients, or 80 per cent., were inoperable. 

During 1917 many important papers appeared 
confirming previously reported results. Maiolo 
treated fifty patients, all inoperable or recurrent 
after hysterectomy. Eight were recently treated; 
of the 42 remaining, 16 were anatomically and 
clinically cured after one to two years. Esquerido 
mentioned twelve patients with uterine carcinoma 
treated. Of these three were operable and all com- 
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pletely retrogressed; of the remaining seven inop- 
erable patients, three were apparently cured. Of 120 
patients with uterine carcinoma treated by radium, 
Bailey reported 16 apparently cured. Post-treat- 
ment period; two years in one case; one and a half 
to two years in four; six months to one year in 
eight; one to six months in three. Myers reported 
excellent results in three of five patients treated. 
Favorable results were also recorded by Labhardt, 
‘Klatz, and Heimann. 

Recasens at first employed radium only in cases 
too far advanced for operatiun, or where operation 
was contraindicated ; but his uniform success made 
him no longer hesitate to treat early cervical can- 
cer with radium. He reasoned that if in inopera- 
ble carcinoma in which actual extension to the 
parametrium existed, so that the possibility of cure 
by operation could no longer be entertained, one 
could obtain a cure by radium in 60 per cent. of 
the cases, it was only logical to believe that in early 
circumscribed carcinoma of the cervix cure by ra- 
dium was more certain. He contrasted the gravity 
of the Wertheim operation, with its primary mor- 
tality of 10 to 15 per cent. in hands of the best sur- 
geons and its secondary mortality after three to five 
years of 40 to 50 per cent., with the comparatively 
safe and simple procedure of treatment by radium 
with its “100 per cent. of cures” in this stage. His 
belief that 100 per cent. of early cases were cured 
by radium was based on the fact that every one of 
sixteen cases treated had undergone complete retro- 
gression, and a number of these had already com- 
pleted three years since treatment. In addition to 
these operable cases he had treated 182 patients 
with inoperable cervical carcinoma. Forty-seven of 
these were treated in 1914; 29 had remained well. 
Seventy-nine patients were treated in 1915; 45 of 
these were well. In 16 cases of corporeal carci- 
noma, eight were clinically cured, six died and two 
were still under treatment. He concluded that 70 
per cent. of his inoperable carcinoma cases, and 
95 per cent. of those in which the growth was still 
limited to its original situs, had been cured by ra- 
dium. 

Clark recorded 100 patients with genital carcino- 
ma treated by radium; 74 of these were carcinoma 
of the cervix and four of the fundus. Fifty-five 
of the patients were living and free from symp- 
toms, two to thirty months after treatment; five 
of them twenty-two to thirty months afterward. 

Janeway’s personal statistics embrace the follow- 
ing: Seventeen patients with cervical carcinoma, 
twelve of whom were clinically cured six months to 


three and one-third years after treatment with ra- 
dium. There were four cases of recurrent cervical 
carcinoma. Of these two were clinically cured, 
16 months and 25 months after radium treatment, 
and one was improved. His series included four 
cases of fundal carcinoma. Two of these were 
clinically cured 14 and 21 months after treatment; 
the other two were improved for period of two 
years. Five cases of carcinoma of the external gen- 
itals are cited. Three of these were clinically cured 
16 to 21 months after treatment instituted ; one im- 
proved, and one unimproved. 

Analysis shows that these cases, 30 in number, 
have a post-therapeutic period varying from three 
and one-third years to six months, and comprises 
seventeen carcinoma of the cervix, four recurrent 
carcinomata of the cervix, four carcinomata of the 
fundus, and five carcinomata of the vulva (labia 
minora and clitoris.) Of the 17 cervical carcino- 
mata the post-therapeutic periods are: one three 
and one-third years; one three years; one nearly 
one year. Nine of the remaining cases treated with- 
in the last year have undergone continuous retro- 
gression. Five of the seventeen patients with cer- 
vical carcinoma returned after the first treatment 
and are again under observation. In two of these 
a large portion of the vaginal wall was involved. 
Two others had extensive hemorrhage for many 
months before radium treatment was _ instituted. 
The remaining patient had an advanced lesion, has 
been recently treated, and is still under observation. 
In the four cases which developed recurrence there 
was primary retrogression complete for a short 
period in two, and became almost complete in the 
other two. In all four the recurrence or renewed 
growth developed within four months after the 
first treatment. The fifth patient is improving, but 
the disease was so extensive at the time of treat- 
ment that a cure is not expected. Of the four cases 
of recurrent cervical carcinoma, one patient first 
treated two years ago, and the second treated one 


year ago, remain free from evidence of disease. The f 
third treated first two years ago recently required f 


another treatment, and there are now symptoms of 
metastasis in the upper pelvic glands. The fourth 


patient was not improved. Of the four patients} 
with fundal carcinoma, one (an old lady) died df 


intercurrent diseases two years after radium treat 
ment; she had no return of her uterine symptoms 


The second patient remained in perfect health fof 


two years after the first treatment. The third 


patient, treated one and a half years ago, and tht} 
fourth patient, treated within the past year, havt? 


remained free from symptoms. The five cases @ 


| 


1S 


19 


ste 


i 
b 
T 
me 
co 
be 
of 
dat 
: 
stri 
ing 
diti 
the 
loo 
til 
wo! 
| cou 
| sel 
Gec 
ina 
to 2 
10n< 
me 
tenc 
one 
| tien 
well 


, 1920, 


h ra- 
vical 
ured, 
ment, 
four 
were 
ment; 
two 
| gen- 
cured 
le im- 


mber, 
three 
prises 
urrent 
of the 
(labia 
rcino- 
three 
nearly 
| with- 
retro- 
h cer- 
atment 
these 
volved. 
many 
ituted. 
yn, has 
vation. 
e there 
_ short 
in the 
anewed 
er the 
ng, but 
treat- 
r cases 
nt first 
red one 
se. The 
equired 
‘oms of 
fourth 
patients 
died of F 
n treat 
nptoms. 
alth for 
e 
and the 
r, havee 


Vou. XXX1V. No. 6. 


RoBERTS—NON-ROTATION OF THE COLON. 


AMERICAN 
JourNAL OF SurRGERY. 


157 


vulvar carcinoma have no especial bearing on this 
paper and are therefore not further reviewed. 
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THE ASSOCIATION OF OBSCURE ABDOM- 
INAL SYMPTOMS WITH NON- 
ROTATION OF THE COLON. 
DupLey Roserts, M.D., 

New York. 


The fact that even in comparatively rare in- 
stances the colon fails to rotate in fetal life is a 
matter of considerable importance. The resulting 
course and position of the intestinal tract cannot 
be made out with any certainty by ordinary methods 
of examination and during abdominal operation 
dangerous delay in finding the cecum and appendix 
may result unless the anomaly has been demon- 
strated by a previous roentgen examination. Ow- 
ing, however, to the comparative rarity of the con- 
dition and the meager literature upon the subject 
the case here reported might well have been over- 
looked had the examination not been complete. Un- 
til the entire arrangement of the colon could be 
worked out many explanations of the abnormal 
course taken by the opaque meal presented them- 


selves. Case Report. 


Female, age 45, nullipara. Referred by Dr. 
George Gray Ward with the statement that the 
pelvic organs seemed normal. For twelve years 
she had complained of periods of lower abdom- 
inal pain and “gas distress,” lasting a few days 
to a few months, accompanied by nausea, occas- 
ional vomiting and frequent epigastric pain im- 
mediately after eating. During these periods 
many different physicians had failed to find any 
tenderness in the right iliac fossa and only on 
One occasion had an appendix inflammation been 
suggested as a cause of the disability. The pa- 
tient was of somewhat anteroptotic build, fairly 


well nourished but evidently reduced in weight. 


There was a localized area of tenderness mid- 
way between the umbilicus and the symphysis, 
somewhat to the left of the middle line. There 
was no tenderness in the right iliac fossa. The 
test meal and stool were normal. 

Roentgen examination. Under the fluoroscopic 
screen and in roentgenograms the stomach and 
cap appeared perfectly normal. Fifteen minutes 
after the ingestion of the opaque meal the duo- 
denum and jejunum were visualized as shown 
in Plate I. Evidently the course of the duodenum 
was abnormal and the small intestines occupied 


Plate 1. 
The duodenum is shown passing directly down on the right side of 


Taken fifteen minutes after ingestion of opaque meal. 


the abdomen. The duodenum is entirely covered with peritoneum 
and is freely movable throughout its course. 

the right side of the abdomen. At the end of 
three hours there was a considerable residue in 
the stomach and the meal had passed into the 
large intestine. As shown on Plate 2, the ter- 
minal ileum enters the cecum on the right side. 
The shape of the cecum indicates that it is 
turned around from the normal so that the outer 
convex surface is towards the left side of the 
body. The end of the column is in what may be 
called the transverse colon. At the end of six 
hours the stomach was empty (Plate 3), the 
ileum contained only a very small amount of the 
meal and entire color was outlined. The course 
of the colon could be satisfactorily worked out 
only by palpation under the screen as it is 
bunched in a small area. The various parts were 
freely movable. 

At the end of twenty-four hours the cecum 
and ascending colon were practically empty 
(Plate 4). This part occupied the space between 
the loop or horse-shoe. of the remaining part. 
The appendix was visualized and very definite 
tenderness is elicited when it is pressed upon 
under the screen. When the color was moved by 
posture or palpation the appendix remained fixed 
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and distress was referred to the site of the appen- The enema study (Plate 5) shows the course 
dix. of the colon, the arrows being necessary to 
At the end of forty-eight hours there was only demonstrate the conditions on prints which show 
clearly on plates. 
Conclusions. Clinically the diagnosis of chronic 


4 


Plate 4. Taken in an exaggerated Trendelenburg posture twenty- 
tour hours after meal. The cecum and ascending colon are empty. 
The transverse colon drops upward. The arrow points to the ap- 
pendix which remains fixed and is definitely tender. 


appendicitis would certainly be made except for the 
Plate 2. Taken three hours after ingestion of opaque meal. Shows 


stomach partly empty; coils of ileum still filled in right iliac fossa; unusual location of pain and the absence of tender- 
cecum is shown in left pelvis with ascending colon passing down- ¥ a a. 

ward and to the right making loop behind ascending and transverse ness in the right iliac fossa. The roentgen study 
colon. Terminal loop of ileum shown entering the cecum from its 2 


right side. explains this apparent deficiency and tends to con- 


Plate 3. Taken six hours after the opaque meal. Shows flecks Plate 5. Plate taken after opaque enema. Arrows are used 


of bismuth in the ileum in the right iliac fossa. The cecum is shown delineate the course of the colon starting at the cecum. 
in the left pelvis. 


a small residue of the meal in the rectum. For ‘itm the clinical opinion that there is a pathological 
the next three days the appendix retained the condition of the appendix. Operation advised and 
barium residue. postponed on account of severe attack of influenz 
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DEVELOPMENT ROTATION OF THE COLON. 

The rotation of the colon which results eventu- 
ally in the transverse colon crossing the duodenum 
and depositing the cecum in the right iliac fossa 
may be arrested in any stage, giving rise to 


Fig. 1. 


Diagrams of intestinal rotation (Huntington). 


anomalous arrangements of the large and small in- 
testine. The schematic arrangement of the various 
stages of development are shown by Huntington 
in Figure I. Photographs are also reproduced of 
specimens in the Columbia University Museum 
showing the cecum in different locations. It will 
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. Fig. 2.- Complete failure of colon rotation in adult male (Hunt- 
ington, Columbia University Museum). Note entrance of ileum on 
Tight side of cecum. 


be observed that it is characteristic of this develop- 
mental defect that the ileum enters the cecum on 
the right or outer side rather than on the left or 
inner side and that usually the convexity of the 
cecum is toward the left side of the body. 


REVIEW OF THE LITERATURE. 
Lockwood? in 1882 cited several abnormal posi- 
tions of the cecum attributable to arrested rota- 
tion. Later® he reported two cases in which an un- 
successful attempt was made to open the colon for 
supposed obstruction, subsequently it being ascer- 


Fig. 3. 
pendix under the liver. 
cecum (Huntington). 


ointing upward, the ap- 


Faiiure of rotation, the cecum d 
Note entrance of ileum on right side of the 


tained that in both cases non-rotation was respon- 
sible for the difficulty. Armstrong* before the 
American Surgical Association in 1910 reported a 
case of non-rotation and in the discussion which 
followed cases were reported by Rixford, by Free- 
man of Denver, and two by Blake of New York. 
Malcom’ in 1911 described a case operated upon for 


Fig. 4. Partial non-rotation of colon (Huntington). Note en- 
trance of ileum from below and the right of the cecum. 


appendix disease in which the colon was found on 
the left. Gillen® reported the results of an extens- 
ive exploration made necessary in a subacute ap- 
pendix disease because of the displacement shown 
to be a non-rotation. Corlette’ gave the radio- 
graphic findings in a case with gastric symptoms 
which strongly suggested chronic appendix disease. 
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Downs® in 1914 reported a case of non-rotation in 
which indurated gastric ulcer was demonstrated. 
LeWald® in the discussion of this case referred to 
two others and subsequently showed roentgeno- 
grams of acase. Shrup*® in a contribution on left- 
sided appendicitis reports a case operated upon for 
chronic appendix inflammation. Five cases were 
reported by the Mayo Clinic! in 1911, one with a 
gangrenous appendicitis, one with chronically in- 
- flamed appendix found in the left iliac fossa in spite 
of definite tenderness in the right iliac fossa, one 
chronically inflamed appendix containing fecoliths 
and no other lesion to account for persistent dis- 
ability, one case with chronic cholecystitis, the con- 
dition of the appendix not stated, and one with 
duodenal ulcer in which the appendix was removed 
and was supposedly abnormal. R. Fowler’? in 1916 
reported a case of acute appendix disease compli- 
cated in the operative procedure by a failure of ro- 
tation. He also cites three unreported cases of a 
similar nature with which he was familiar. 


Discussion. 

1. It seems probable that the anomaly is not as 
rare as might be inferred from the scarcity of lit- 
erature. The condition is easily overlooked even 
at operation and many of the cases have not been 
reported. 

2. Failure to locate the cecum in its usual site 
should immediately arouse a suspicion of non-ro- 
tation especially if small intestines present them- 
selves in the right iliac fossa. Most frequently the 
cecum will then be found low down in the midline, 
even in the pelvis. Less frequently it will be found 
high in the middle of the abdomen, under the liver 
or in the left iliac fossa. 

3. Left-sided or mid-abdominal pain with symp- 
toms suggestive of appendix inflammation suggests 
the advisability of a roentgen examination which will 
positively demonstrate the site of the. cecum. 

4. Erroneous conclusions may be reached in a 
roentgen study of these cases, particularly if the 
failure of rotation is only partial and the cecum is 
found on the right side of the abdomen. If the end 
of the cecum is seen pointing upward or inward the 
inference might be drawn that one is dealing with 
a lesion and not an anomaly. 

5. The fact that sixteen cases out of twenty-two 
collected from the literature showed appendix in- 
flammation associated with symptoms regarded as 
sufficient to justify operation suggests that non- 
rotation increases the natural predisposition to 
pathological conditions in the appendix. While this 
is not a proposition that can be proven it tends to 
justify the inference that we are dealing with an 
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abnormal appendix when in a proven non-rotation 
case there are obscure abdominal symptoms. Cer- 
tainly exploration of the appendix should be per- 
formed even if another incision is required for the 
purpose. 
270 Park AVENUE. 
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NOTES ON PRE-OPERATIVE AND POST- 
OPERATIVE TREATMENT.* 
Oscar M.D., 


Surgeon to the Sts. Mary & Elizabeth Hospital, etc. 
LoulISVILLE, Ky. 


Excepting in emergency cases the treatment of 
patients before surgical intervention should be such 
as to render post-operative treatment unnecessary. 
Obviously this necessitates consideration of the 
patient as an individual—with respect to his age, 
his mental and physical condition, etc.—as well as 
the character of the operation to be undertaken. 
Very young and also aged patients must alike be 
viewed as extraordinary surgical risks, and depar- 
tures from routine methods undertaken according- 
ly. Especial attention must be given toward se- 
curing non-interruption of nourishment. These 
patients should have selected nourishment admin- 
istered until the time of the operation by such 
methods as are indicated by the condition of the di- 
gestive organs, and they should not be depleted by 
the use of drastic cathartics. Body warmth should 
also be maintained by proper application of heat. 


Where a patient displays unusual fear it has been 
my experience that administration of the anesthetic 
while he is in bed in his room assists materially 
in securing quiet narcosis. Children particularly 
submit to anesthesia much better if the parent of 
nurse be nedr when the administration is begun in fF 
a familiar room in bed. The nurse who prepares f 
the field of operation should approach young and f 
also nervous patients with tact, and I have found f 
that a smiling nurse, with pleasant conversatiot 
and without a rattling, noisy display of razor, et P 
ameled basins, etc., can prepare such patients with PF 


*Read before the November, 1919, meeting of the Staff of the j 
Sts. Mary & Elizabeth Hospital, Louisville, Kentucky. 
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‘out increasing their distrust. I have had patients 
so frightened by the aspect of the approaching 
nurse with razor and other paraphernalia as to de- 
cline operation and leave the institution. One 
woman in fact has since continued to believe that 
the nurse was going to operate upon her immedi- 
ately with a razor, and I have been unable to dis- 
abuse her mind of that erroneous idea. 

May I remark here that the nurse’s conversation 
should be general rather than upon her work, i. e., 
how many preparations she has made for tomor- 
row, how successful in this class of operations 
some other surgeon is, how tired she is, or how 
much overworked all the nurses of the institution 
are, etc. I find the suggestion often made that a 
special nurse will be required for the first’ few 
days after operation is very discouraging to most 
patients and causes them to magnify their ap- 
proaching discomfort. Such suggestions are bet- 
ter made to the surgeon or to some member of the 
family rather than to the patient. 

My experience with aged patients teaches me that 
those who have been taking small oral doses of 
pituitrin (usually one drop in water three times 
daily) do very well under the severest operation. 

Generally speaking I find patients unwilling to 
enter the hospital until the afternoon before the 
morning of the operation. This requires that 
cleansing of the patient’s intestinal canal be done 
at home, as I consider it poor practice to purge the 
patient ewithin the twenty-four hours immediately 
preceding the operation. Hence, an enema should 
be given the night before. 

~ For very nervous patients, as well as _ those 
whose condition necessitates a local anesthetic, a 
hypodermatic dose of morphine with atropine is 
of great benefit. One-eighth grain of the former 
with 1/150 grain of the latter will usually suffice, 
and the patient comes to the operating room in a 
satisfactory condition. 

As a routine measure the patient’s pulse, tem- 
perature, and respiration should be recorded be- 
fore operation. As an illustration, a patient now 
in this hospital, with an enormous fracture of the 
frontal bone, has a pulse ranging from fifty-eight 
to sixty-five. However, this was an emergency 
case and there was no record to show whether this 
pulse was normal or otherwise. 

To prevent nausea after the anesthetic, as well 
as to eliminate the possibility of acidosis, I order 
one teaspoonful of sodium bicarbonate dissolved 
in a teacupful of hot water taken half an hour be- 
fore the operation. I also have the patient take a 
cup of coffee or tea without cream or milk for 


breakfast the morning before the operation. 

Vaginal douches, preferably of lysol solution, are 
given to patients upon whom either a vaginal or 
abdominal hysterectomy %s to be undertaken just 
before the operation, if practicable. 

A low enema is given in rectal cases, and the 
patient permitted to use the commode so as to com- 
pletely empty the rectum of water. In these cases 
the administration of morphine before the opera- 
tion appears to be beneficial in obtaining deep an- 
esthesia without resistance of the patient. 

In brain and spinal cord cases the administration 
of hexamethylenamin for several days prior to 
operation seems to lessen the danger of infection. 
This has also proved beneficial in kidney, bladder 
and prostate operations. 

Lavage is practiced before all stomach opera- 
tions. The condition of the teeth should be in- 
vestigated and bad infections should receive dental 
attention before operation. I am confident this of- 
ten saves the patient a great deal of trouble. The 
goiter patient requires much individual and special 
treatment which I cannot undertake to describe, 
and each case will present a different problem. 

I shall not discuss post-operative treatment 
further than to say that all patients excepting those 
operated upon for gastric lesions are given water 
to drink as soon as they want it and can take it. A 
purgative is not administered until the third day 
(in rectal cases the sixth day) and then a remedy 
is chosen to suit the case in hand. 

An effort is always made to promote the com- 
fort of the patient, he is permitted to lie on either 
side or on the back and to have pillows placed 
around him in such a way as may prove comfort- 
able. Of course, if the operation has been of a 
nature to require a certain posture, such as gastric 
or goiter operations, or in peritonitis where the 
Murphy position has to be maintained, or when the 
condition of the patient necessitates the Fowler 
position, the changes in posture which are so pleas- 
ant to the patient cannot be permitted. 

My patients do not suffer from gas pains now as 
they did before I adopted the frequent use of soda 
and water before and after operation, the giving 
of the nourishment until the time of operation and 
soon afterward, and the method described of 
cleansing the intestinal tract. 

Non-absorbable sutures are removed on the sev- 
enth day and fresh gauze applied to the incision. 
In abdominal wounds adhesive plaster is not re- 
moved from the abdomen but is split in the middle 
and readjusted with new strips. This saves the 
patient much suffering. 
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ABDOMINAL HERNIA. 
Leicu F. Watson, M.D., 
Curicaco, ILL. 

Abdominal hernia is more frequent than appendi- 
citis, and excluding tuberculosis, it claims more 
victims than any other disease that afflicts man. It 
is estimated that one out of every ten individuals 
has a hernia of some form, usually inguinal. A 
person with hernia is barred from all branches of 
the government service and from municipal police 
and fire departments. 

The earning capacity of such individuals is re- 
duced fifteen to fifty per cent., depending on the 
location and size of the hernia and the degree of its 
control with a truss. Many life insurance com- 
panies refuse hernia subjects, others reject them 
unless the hernia is small and easily held by a truss. 
At best the subject’s life expectancy is shortened, 
his earning capacity lessened, and his usefulness to 
the community and his family diminished. 


CAUSES AND SYMPTOMS. 

Heredity, traumatism, and laborious occupations 
are the most frequent causes of hernia. Kingdon 
claims heredity in thirty-four per cent. of all cases. 
Lucas-Championniere believes excessive fat forma- 
tion is a frequent cause of umbilical hernia. Hernia 
is three times more frequent in males than in fe- 
males. 

Indigestion, backache, fatigue on the slightest ex- 
ertion, constipation, and intestinal colic are symp- 
toms accompanying hernia, and are often improper- 
ly ascribed to other causes by the patient. 

PREFORMED SACs. 

Coley, Russell, Murray, and others believe that 
nearly every inguinal hernia, a majority of the fe- 
moral, and many of the direct variety, are due to a 
preformed sac or an obliterated portion of the pro- 
cessus vaginalis. The sacs in the majority of cases 
of direct and femoral hernia are acquired, although 
it has been proven that preformed or congenital 
sacs are sometimes found. 


STRANGULATED HERNIA. 

Strangulation is most frequent between the ages 
of forty and fifty. While hernias in adults are 
usually epiploceles, we have no means of knowing 
when the sac contains both omentum and intestine. 
It is because the majority of hernias are epiploceles 
that strangulation does not occur more frequently. 
In irreducible omental hernia where there is an oc- 
casional descent of small intestine, the prognosis is 
serious, and there is constant danger of a loop of 
bowel becoming strangulated at the neck of the sac. 

Hernias in children are usually enteroceles, and 


should strangulation occur the outlook is always 
‘grave. Very small hernias are liable to strangula- 
tion by the entrance of one or more knuckles of gut 
into the sac. 
Uses AND LIMITATIONS OF THE TRUSS. 

Every patient who wears a truss and believes it 
is properly fitted, knows or should know that it is 
only a makeshift, that it will not cure his hernia and 
that there is danger of strangulation at any time 
should the truss slip while he is engaged in work, 
He knows also that if his hernia increases, as many 
‘do, that he will have to seek further treatment, 
and it is at this stage that many patients become an 
easy prey for the charlatan or quack. 


The irritation, annoyance, and physical dis- 
comfort caused by the truss are very pronounced, 
especially during the summer months, and at times 
sufficiently serious to impair the patient’s health. 
Patients often remark that they were unable to do 
a full day’s work until their hernia was cured by 
operation. Macready, surgeon to the London 
Truss Society, states that congenital hernia in 
children under one year old may be cured in fifty- 
eight per cent. of the cases by the use of a truss, 
in children from one to five years of age ten per 
cent. of cures occur, and after that age no per- 
manent cures are obtained from a truss, Jacobson 
says that a number of patients supposed to have 
been cured by a truss in infancy have a return of 
their trouble in adolescence or early manhood. 

If the pressure of the truss has been fim, peri- 
toneal adhesions and a gradual increase in the size 
of the abdominal opening usually occur. It is 
difficult to adjust the truss to the fat subject so that 
it will hold the hernia and at the same time afford 
comfort to the patient. At best a truss is irksome 
and tends to form adhesions rendering a later 
operation difficult, consequently recurrence is more 
frequent where a truss has been worn for a long 
period previous to operation. 


INJECTION TREATMENT. 

The dangers of the injection treatment for hernia 
can not be too strongly emphasized. Paraffin is 
the substance most often employed. Almost al- 
ways the hernia recurs a few days or weeks after 
injection. Should it not reappear, it is usually only 
a question of time until the hard masses of paraffin 
will induce suppuration, causing so much pain that 
their removal is required. The paraffin is gradu- 
ally replaced by a firm mass of scar tissue which has 
a tendency to undergo malignant change. When 
the injection treatment has been used, the radical 
operation is more difficult and the hernia is more 
liable to recur than in uncomplicated cases. Char- 
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latans and quacks are earnest advocates of the in- 
jection treatment, and cases are reported where 
they have made the injection into the femoral ar- 
tery, resulting in gangrene of the extremity necessi- 
tating a hip-joint amputation. 

OPERATIVE CURE OF HERNIA. 

Of the many methods devised for the cure of 
inguinal hernia, I believe the modification of the 
Bassini operation is the best. Transplantation does 
not add to the difficulty of the operation under local 
anesthesia. 
fourteen days. As a rule patients with unstrangu- 
lated hernia should receive a dose of morphine 
(from one-sixteenth to one-fourth grain) one hour 
before operation, to allay any restlessness or ner- 
vousness. 

The sac should always be completely removed, 
and when cut properly the stump disappears from 
sight by the elasticity of the peritoneum. The re- 
moval of the mesenteric fat will diminish intra- 
abdominal pressure, lessening the danger of recur- 
rence. 

The careful preservation of nerves is an im- 
portant factor, and one often neglected, in securing 
primary union and preventing recurrence. The in- 
clusion of nerves, even the minute ones, in the 
suture, may lead to paresis of the muscles inner- 
vated by them, thus explaining the recurrence in 
certain cases. 

The administration pf an intestinal antiseptic 
preceding the operation and during the time the 
patient is confined to his bed, will materially add to 
his comfort by preventing gas pains. 


ANESTHESIA. 

Réclus says the hernia operation is the triumph 
of local anesthesia. To my mind there is only one 
contraindication to its use in all forms of hernia, 
and that is in the case of a patient who does not 
want it, who for any reason prefers to be asleep 
during the operation. To this type of patient, for 
any operation, I always administer a general anes- 
thetic. 

Local anesthesia removes the danger from ether 
pneumonia and renal insufficiency. Every step in 
the operation that is carried out under general nar- 
cosis may be done with local anesthesia. The 
Operation for inguinal hernia is the most successful 
in the entire field of local analgesia. In strangula- 
tion, with the accompanying lowered vitality, it is 
a safeguard against shock, and it also provides 
ample time to determine the visibility of the gut. 
When resection of the gut is necessary, it can be 
done without additional risk to the patient. 

The physician who would use local anesthesia 


The patient is out of bed in ten to’ 


should remember that the successful operation is 
painless. Patients frequently fall asleep during 
the latter part of a single or double hernia opera- 
tion, especially when the sac is extensively adherent 
and the gentle dissection is necessarily slow. Suc- 
cess depends upon patience, an intimate knowledge 
of the sensory nerve distribution, and special train- 
ing in the method. The technique of the injection 
is always delicate; it varies in each patient, in each 
operation and. in each region. The* rapidity, in- 
tensity, and duration of anesthesia depend upon the 
anesthetic and the strength of the solution. Be- 
cause of the slower appearance of anesthesia with 
the non-toxic cocaine substitutes, more time must 
be allowed before beginning the operation. For 
inguinal hernia, one half per cent. apostheme or 
a one-half per cent. procain solution is employed 
for the skin and nerve trunks; elsewhere a one- 
fourth per cent. is used. 


Large umbilical hernias can easily be operated 
upon under local anesthesia if the sac is opened as 
soon as the skin incision is made, and the parietal 
peritoneum anesthetized at the constructing ring. 
The sac can then be stripped off without the in- 
fection of more anesthetic solution. To attempt to 
anesthetize a large umbilical hernia by local infiltra- 
tion on the outside of the sac is unsatisfactory, be- 
cause of the tediousness of the procedure and the 
large quantity of the solution required. 


THE PREVENTION OF RECURRENCE. 

Infection is undoubtedly the most frequent cause 
of recurrence. Coley says that with the use of 
rubber gloves and the greatest possible care in main- 
taining an aseptic technique, he obtains ninety-eight 
per cent. of aseptic healing of wounds. 

A truss should not be worn after operation. It 
has a tendency to cause thinning and atrophy of 
the muscles and newly formed scar tissue, thus 
favoring recurrence when it is finally discarded. 
In cases where the hernia is large and the closure 
of the opening difficult, the use of an elastic sup- 
port or bandage for a few months is often recom- 
mended. 

Extreme old age and organic disease of the heart, 
lungs, or kidneys were formerly believed to be con- 
traindications to the radical operation, but with a 
good technique there is practically no contraindica- 
tion to the cure of every hernia regardless of the 
age of the patient. Some of the best results in my 
private practice have been in patients over seventy 
years old. In over five thousand major operations 
under local anesthesia at the New York Polyclinic 
Hospital, there has not been a single death from the 
anesthetic. 
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Many physicians have noticed that the percentage 
of recurrence is lower with local, than with gen- 
eral anesthesia. This is probably due to the fact 
that the nausea and vomiting which usually follow 
a general anesthetic, are always absent after local, 
and there is no strain on the deep sutures. 

30 N. MicHIGAN AVENUE. 


THE TREATMENT OF COMPOUND 
FRACTURES.* 
Francis W. McGuire, M.D., 


Burrao, N.Y. 


In the treatment of compound fractures the 
resistance of the individual, the virulence of the in- 
vading organisms, the character of the wounds of 
the bones and the soft parts, must be taken into 
consideration. We have learned from experience 
that there are certain types in which the wound of 
the soft parts may be sutured immediately, with 
very little danger of infection. If we could follow 
this procedure in all compound fractures, it would 
be a very happy condition for the individual, but 
unfortunately we are unable to do so, as some of 
the wounds are positively infected from the be- 
ginning, and it would be a very serious matter for 
the individual if they were closed. If it were 
possible to distinguish those wounds that could be 
closed, and those that should not, this, also, would 
be a very happy condition for the patient. 

I believe at the present time there are a number 
of wounds that are Dakinized, that might be closed 
by primary union. No doubt this condition exists 
principally because of our war experience, not tak- 
ing into consideration the difference between those 
wounds that occur in civil life and those that occur 
on the battlefield. If those treating compound frac- 


tures would remember a simple classification, there - 


would be very little, if any, difficulty in deciding 
which wounds to close and which to Dakinize. The 
classification I refer to takes into account the 
method of causation and the amount of destruction 
to the soft parts. Granting the foregoing con- 
ditions are reasonable, it seems the best classifica- 
tion of compound fractures would be, first, those 
due to indirect violence and second those due to di- 
rect violence. 


CoMPOUND FRACTURES. 
1. Indirect Violence. 
2. Direct Violence. 
a Slight injury. 
b Amputating injury. 
c Compound into joints. 


*Read before the Cattaragus Medical Society. 


d Severe injury—large wound, destruction 
of skin, fascia and muscle, with in- 
fection. 

In treating compound fractures caused by in- 
direct violence, we find a punctured wound, due 
to the .protrusion through the skin of one or both 
ends of a fracture of along bone. This wound has 
had very slight chance to become infected, and be- 
sides there is no death of soft tissue by direct vio- 
lence, consequently it would seem quite evident that 
all compound fractures due to this type of violence, 
can be successfully closed. I might add that it is 
our practice at the Emergency Hospital to carefully 
cleanse the skin and wound of this type with tinc- 
ture of iodine, and close immediately by suture of 
either silk or silkworm gut, and treat along the 
lines of a simple fracture. The only reason for en- 
larging or exploring this type of wound, is in the 
event of profuse hemorrhage, or the laceration of a 
nerve or tendon. I do not remember ever having 
infection following a fracture of this type. 


In treating compound fractures due to direct vio- 
lence, the following sub-divisions should be made: 
(1) Those fractures in which a slight amount of 
destruction to the soft parts has occurred—with 
slight possibility for the introduction of infection. 
(2) Those in which there is a great amount of 
destruction of the soft parts, with large wounds, 
with the possibility of virulent infection being intro- 
duced. (3) Gunshot fractures. (4) Compound 
fractures into the joint. 


Regarding the treatment of the first type—they 
can be treated in the same manner as a compound 
fracture due to indirect violence, because in this 
type there is very little destruction of the tissues, 
and very slight chance of infection. In treating 
the wounds of the second type, there is present 
usually a large wound, with more or less of dead 
skin, fascia and muscle, due to direct injury. In 
this type of wound, the patient should be anes- 
thetized, and all of the dead tissue, as far as pos- 
sible, removed, and if the wound is not sufficiently 
large for proper drainage, it ought to be so en- 
larged. Then the wound should be Dakinized until 
such time as it is sufficiently free from infection, 
and then be closed. The treatment of the fracture, 
itself, should be by suspension—either in a Thomas 
or Hodgen splint, as it is more comfortable for 
the patient, and the dressings are more easily ac- 
complished. The question of the removal of com- 
minuted bone often arises. It has been our prac- 
tice to remove very little—if any—bone, and es- 
pecially not to remove any that has periosteum at- 
tached to it. In treating this class of case, we never 
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yse any retaining foreign material for approxi- 
mating the fractured ends of bone, as the added 
traumatism in the presence of infection, cannot 
help but end seriously in a large percentage of cases. 

I might say in some of the cases of fracture by 
direct violence, the blood and nerve supply are sd 
severely injured that it is impossible for the distal 
portion of the limb to live. In all these cases, this 
condition is usually evident and amputation is ne- 
cessary. I might also add that in no case is an 
amputation carried out unless there is total destruc- 
tion of blood and nerve supply to the distal part. 

Gun-Shot Fractures—In the treatment of this 
class of fracture the edges of the wound should be 
dissected out and the wound enlarged sufficiently 
to replace any displaced bone, and to find out 
whether any foreign material has been carried in. 
If we are satisfied at this stage that there is no in- 
fection, the wound may be closed and treated along 
the lines of a simple fracture, but if infection is 
present, the wound must be enlarged and Dakinized 
until such time as the infection is overcome. 


Compound Fracture Into Joints—In this class of 
case the skin about the wound is cleansed with io- 
dine, the joint cleansed with alcohol and ether, and 
the wound closed until such time as evidence of 
infection appears. In treating wounds of joints in 
this way, I have often obtained a primary union, 
where it would seem very probable that infection 
might occur. If infection does appear, the joint is 
opened and passive movement of the joint is used 
several times daily. Moist dressings of saturated 
solution of boracic acid, or 50 per cent. of grain 
alcohol are used over the joint. 

470 FRANKLIN STREET. 


SURGERY IN THE AGED. 

Except for the greater need of speed and pre- 
cision, surgical operations in the aged are, in their 
technical performance, the same as in younger indi- 
viduals, The surgical therapy of the aged differs 
from that applied to younger people in the election 
and selection of operation, in the preparation for it, 
in the choice and administration of the anesthetic 


and the added care needed to preserve bodily heat | 


and heart function during operation, and in the 
after-care. 

There are individuals of seventy as feeble, physi- 
cally and mentally, as many at ninety, and per 
contra, one often sees people of eighty as vigorous 
and healthy as the average at seventy. Medically, 
therefore, we should consider as “aged” those who 
are very old in their tissues and functions no matter 
how old they be in years —W. M. B. 


TREATMENT OF CONGENITAL CLUB- 
FOOT. 


- R. Miter, M.D., 
LovuIsvILLe, Ky, 


Club-foot is a term popularly used to designate 
an inversion of the sole of the foot, with usually an 
accompanying contraction of the tendo-achilles, to a 
greater or less extent so that the patient’s weight 
is thrown on the outer side of the foot, and if there 
be present a marked contraction of the tendo- 
achilles, the weight will be borne on the anterior 
portion of the foot on the outer side, at about the 
juncture of the cuboid and the fifth metatarsal. 


This is not an unusual orthopedic condition, as is 
shown by statistics reported by R. W. Lovett of the 
Children’s Hospital of Boston. In 6,969 orthopedic 
cases, 488 were of the club-foot variety, showing in 
this series, that of all orthopedic cases presenting 
themselves for treatment at this hospital, about 7% 
were of the club-foot variety. Royal Whitman re- 
ports 3,453 cases of club-foot from records of the 
Hospital for Ruptured and Crippled, New York. 
Of these, 1,650 were congenital and 1,803 were ac- 
quired. From these figures we see that approxi- 
mately 45% of club-foot cases are congenital, and 
that congenital club-foot makes up approximately 
3% of all orthopedic affections. 


The etiology is somewhat obscure, but a faulty 
position of the limb during intra-uterine life, is sup- 
posedly the cause. Pressure is made upon the foot 
in such a way as to cause a bending and twist- 
ing in the head and neck of the astragalus toward 
the inner side of the foot. Other bones are pushed 
out of proper relationship with each other. The la- 
teral arch of the foot is concave and exaggerated, 
the inner border is shortened, the outer border 
elongated and convex, the foot shortened withal, 
and stubby, justifying the name of “club-foot.” So 
the pathology, then, is one of relationship rather 
than one of disease. As the patient grows older, 
the common tendon of the extensor digitorum longus 
muscle becomes permanently lengthened, as are also 
the tendons of the peronei muscles. While at the 
same time there is a shortening of the tibialis anticus 
and posticus (inverters of the foot) depending upon 
the amount of contraction present in the tendo- 
achilles. There is also usually a very marked con- 
traction of the plantar fascia. 

The treatment of these cases may be simply ma- 
nipulative, or mechanical or operative. It is de- 
sirable to institute treatment as soon as possible 
after the first week of life. In the very early cases 
the manipulative treatment may be used. It consists 
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of a daily manipulation of the foot for a period of 
about 15 or 20 minutes, forcing it into an over-cor- 
rected position. This mode of treatment may prove 
very successful if persistently carried out. It is 
somewhat unsatisfactory as a rule, however, since 
it is almost impossible for the physician to see the 
patient daily over a very long period of time and if 
the task be left to a nurse or to the parents, it will 
frequently be neglected. A much surer way is that 
in which constant support is given the foot, holding 
it in position between manipulations. 

"Very young patients do not require an anesthetic, 
the parts being soft and easy to stretch. The foot 
may be forcibly stretched and twisted until there is 
a complete transformation of the inversion to an 
eversion of the plantar surface. - While the foot is 
held in this position, cotton or several thicknesses 
of flannel and a plaster of Paris bandage are ap- 
plied. The leg should be flexed to a right angle with 
the thigh and the plaster applied to a distance of 
about three or four inches above the knee. In this 
manner, leverage is afforded which will prevent a 
rotation of the plaster about the lower leg and will 
maintain more securely the position of the foot. The 
varus deformity is first overcome before any at- 
tempt is made to stretch or tenotomize the tendo- 
achilles. In this manner the deformity existing in 
the neck of the astragalus is corrected, the bones are 
pushed back in the direction of the position which 
they maintain normally and the contracted fascia 
and tissues become elongated. This plaster may be 
allowed to remain for a period of one week, when it 
may be removcd, the foot stretched again, everted to 
a greater extent and plaster reapplied as before. 
This performance is repeated until the foot of its 
own accord maintains its position of marked evers- 
ion without the support of the plaster bandage. A 
subcutaneous tenotomy of the tendo-achilles may 
be done now or the tendon may be forcibly stretched 
and plaster applied, which maintains a position of 
marked calcaneo-valgus. This plaster is allowed 
to remain for a period of about one week when it 
is removed, the foot forcibly flexed dorsally and 
plaster reapplied. This is continued at weekly in- 
tervals until the tendon is thoroughly stretched and 
the foot of its own accord maintains a position of 
marked calcaneo-valgus. The over-correction is 
very necessary because of the tendency toward re- 
currence of the deformity. After complete over- 


correction has been accomplished, the patient is still 
allowed to wear plaster over a period of several 
months in order that the stretching of the soft parts 
may be permanent and to allow a contraction to 
take place of the peronei and the extensor digitorum 


longus muscles to compensate for the elongation of 
their tendons. 

Neglected cases of long standing, and _ those 
which have received treatment but have had a re- 
currence of the deformity, are usually not so amen- 
able to this method of treatment. The bones hay- 
ing become larger and more completely ossified, the 
contracting tendons having become larger and 
stronger in the one case and the large amount of 
inelastic cicatricial tissue following repeated wrench- 
ings in the other case, make operative intervention 
necessary. 

There are many operations in use at the’ present 
time. Those most commonly used, however, are 
those of Phelps, Cook, Albee and Hoke. To the 
writer, the Albee operation of bone graft seems 
most efficient. The technic is as follows: On the 
night previous to the operation, the foot and lower 
leg is thoroughly washed with soap and warm water. 
After having been dried with a clean towel, pieces 
of gauze wrung out of 50 per cent. mixture of 


alcohol and water, or preferably, a weak solution of 


bichloride of mercury, are applied from the toes to 
the knee and held in place with gauze bandage. At 
operation, a tourniquet is applied above the knee 
and the field of operation painted with iodine. Now, 
a subcutaneous tenotomy of the tendon Achilles is 
performed to overcome the equinus. Next, a U- 
shaped incision is made on the inner side of the 
foot in the region of the astragalo-scaphoid articu- 
lation, the apex of the incision pointing and extend- 
ing well down toward the great toe. The flap of 
skin and fascia is dissected up exposing the 


scaphoid bone. A _ thin, sharp chisel about 
half an inch wide is imserted into ‘the wound 
and the scaphoid bone divided into an  an- 


terior and a posterior half. The plantar fascia 1s 
divided through the same wound. The foot is 
stretched into an overcorrected position while 
measurement with calipers is made of the distance 
between the fragments of the divided bone. A wedge 
of bone is taken from the tibia in such a manner that 
its base corresponds with the measurements just 
made. This graft is placed between the portions of 
the divided scaphoid and sutured in place with 
chromicized catgut or kangaroo tendon. In young 
children, the bones can be pierced by a cervix needle, 
but in older subjects it is frequently necessary 0 
bore holes large enough to admit the passage of the 
suturing material. The soft parts are sutured over 
the graft and the skin closed with catgut wherever 
the edges can be approximated. Following the 
lengthening of the inner border, it is sometimes im- 
possible to coapt the edges of the skin in that por 
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tion of the incision nearest the toes. Wherever 
this occurs, the wound is left to granulate. The 
foot is laced in a position of overcorrection and 
plaster of Paris applied to maintain this position for 
a period of about six weeks. At the end of this 
time the plaster may be removed, the leg bathed in 
alcohol, a fresh dressing applied to the wound and 
the foot again put up in plaster for a period of six 
weeks longer. : 

By this operation, the foot is left in a more 
nearly normal appearance than by other operations. 
The foot is permanently lengthened at its inner 
border so that the patient is saved the embarrass- 
ment of wearing mismated shoes because of a 
shortening on the affected side as is the case follow- 
ing Cook’s operation. By Cook’s method, a wedge 
or bone is removed from the outer side of the foot 
in the following way: The foot and leg having been 
previously prepared, an incision is made on the 
outer side in the region of the calcaneo-cuboid ar- 
ticulation. With a broad, thin chisel, a division is 
made of all bones of the tarsus in a straight line to 
the inner side of the foot. The chisel is withdrawn 
and another division of all bones is made in such a 
way that it will meet the other at the inner border 
of the foot. The wedge is removed, the foot over- 
corrected and plaster applied. By this method, the 
concavity on the inner side is straightened but the 
foot is shorter than normal. 


The Phelps’ operation consists of a division of 
all tissues in a straight line down to the bone. The 
feld having been prepared, all tissues over the 
astragalo-scaphoid joint are divided by one sweep 
of the scalpel. The incision should extend far 
enough into the plantar region to divide the plantar 
fascia. The foot is forcibly stretched into an over- 
corrected position and the wound left gaping. A 
dressing of fluffed gauze is applied and then plaster 
fo maintain the position. By this method, the 
foot is lengthened and very satisfactory results are 
obtainable. However, the tendency toward recur- 
tence is much more marked following this operation 
because of the contractions of the cicatricial tissue. 
Unless the patient wear some kind of mechanical 
appliance over a very long period of time to offer 
constant resistance to the contractions, the de- 
formity may recur. Such is not the case, however, 
following the Albee bone-graft. On the contrary, 
the contractions of the cicatrix are of little conse- 
quence and it is not necessary for the patient to 
Wear any sort of appliance over a long period of 
time. 

The operation devised by Hoke, of Birmingham, 
Ala., consists of a subcutaneous osteotomy of the 


neck of the astragalus following a thorough stretch- 
ing of the plantar fascia and tendo-achilles, or a 
subcutaneous fascia and tenotomy. ' The foot is 
overcorrected and plaster applied. 


The after-treatment is much the same regardless 
of the method employed. After the patient has 
worn the first plaster dressing for about six weeks, 
it is removed; the wound is dressed with some dry 
dressing if there has been healing by first intention, 
or if granulations be present, silver nitrate is used 
to cauterize them, the wound is dressed with gauze 
and plaster applied to maintain a pesition of over- 
correction. This is allowed to remain for four to 
six weeks longer. A cork or wooden wedge may 
be incorporated in the plaster over the sole of the 
foot which will raise the outer border of the foot 
about one-half inch higher than the inner border. 
The patient is allowed to go about freely walking 
on the plaster which has been made of great thick- 
ness over the sole. 


At the end of the six weeks, a club-foot brace 
such as that devised by Bradford and Lovett or the 
brace devised by Dr. Henry Ling Taylor is given 
the patient. Ordinarily, it will be necessary to have 
shoes made especially to fit the case. They are 
made of soft leather, are lightly constructed and are 
open well down toward the toe to permit of easy 
slipping on and off over the foot while the brace is 
being worn. The shoe is laced up the front, has a 
broad, low heel and is roomy and comfortable. The 
patient should be kept under observation during the 
several months that the brace is being worn and for 
some time following its removal. At the end of 
about six months, the brace may be removed and 
the patient allowed to wear shoes with a low heel 
and a broad toe. If at any time a tendency toward 
recurrence is noted, the outer border of the shoe is 
raised one-eighth to one-fourth inch higher than 
the inner side so as to increase the valgus. In ex- 
treme cases, it is sometimes necessary to perform a 
secondary operation of shortening the tendons of 
the peronei muscles or the extensor digitorum 
longus. This is in cases, however, in which the 
lengthening of their tendons is such that the muscle 
fibers are unable to contract to an’ extent which will 
restore the equilibrium of the foot. 


Congenital club-foot is a somewhat resistent de- 
formity and requires patience and persistence on the 
parts of both patient and surgeon. Nevertheless, 
good results usually follow treatment carried out 
along the lines indicated. 


809 Starks BLDc. 


n of 
hose 
1 re- 
en- 
hav- | 
, the 
and 


168 AMERICAN 
JouRNAL OF SURGERY. 


WIENER—PERIRENAL ANGIOSARCOMA. 


June, 1929, 


A LARGE PERIRENAL ANGIOSARCOMA. 
SoLoMOoN WieENER, M.D., F.A.C.S., 


New York. 


Paranephric tumors formed one of the subjects 
under discussion at the recent twenty-eighth con- 
gress of French surgeons. Dr. Paul Lécéne made 
a report based upon 113 authentic observations of 
these growths; 96 of these were operative cases, 
and 17 were based upon autopsies. He stated that 
’ these tumors are found upon either side, and at 
every age. Apparently they occur more frequently 
in the female sex, 70% of the cases of his series 
being in women. The tumors cause very little if 
any functional disturbances, their growth is slow, 
insidious, and usually painless. Few or no signs 
of compression are present, except in the very ad- 
vanced stages. 

The tumor is usually paramesial. From the 
diagnostic standpoint it is important to determine 
the anatomic seat of the growth and the functional 
capacity of the kidneys. In determining the lo- 
cation of the original site of the tumor Lécéne rec- 
ommends careful percussion, dermographic trac- 
ings, and especially the location of the tympanitic 
note of the overlying colon, aided by inflation of 
the bowel. 

Testing the functional capacities of the kidneys 
is important not only from the diagnostic stand- 
point, but also because at operation it is frequently 
necessary to sacrifice one kidney. 

In‘ operating he gives preference to the trans- 
peritoneal route over the ilio-lumbar. The opera- 
tive mortality is given as 40%. As for the end- 
results, only one case out of the operative series 
of 96 was alive and free from recurrence after six 
years. 

The findings in our case in the main bear out 
these conclusions. 

Jennie E., aet.. 37 years, surgical number 
195277, admitted to the service of Dr. Hiram N. 
Vineberg at Mount Sinai Hospital, New York, 
September 27, 1919. 

Chief Complaints: Patient has noticed a “lump” 
on the right side of her abdomen for one year; 
sudden onset of pain in the above location six 
days ago. 

Past History: Had operation for prolapse and 
appendicectomy nine years ago. Married twelve 


years; one child four years old; no abortions. 
Menstruation began at twelve, occurring every 
four weeks, lasting three days, painless. 

Present Illness: About one year ago the patient 
first noticed an abdominal mass. 


This gave no 


symptoms until six days ago when she experienced 
a severe attack of right-sided abdominal pain with 
vomiting. The pain gradually subsided; since 
twenty-four hours before admission it has again 
become severe. She has been constipated for three 
weeks, but has noticed no urinary disturbance. 

Physical Examination: Somewhat poorly nour- 
ished woman. The right side of the abdomen is 
visibly more prominent than the left. Extending 
from above the umbilicus down to the level of the 
anterior superior spine of the ilium, on the right 
side, there is a firm, somewhat lobulated mass. This 
gives the impression of being very close under the 
abdominal wall. The mass extends well out into 
the flank, is tender, and slightly movable from 
above downward, as well as from side to side; 
there is dulness on percusion. The liver, spleen, 
and kidneys are not palpable. Vaginal examina- 
tion shows an anteverted, movable uterus, not en- 
larged; no extrauterine pelvic masses palpable. 

Cystoscopy (Dr. A. Hyman): Bladder and 
ureteral orifices normal; both ureters catheterized; 
no obstruction. Right kidney—normal flow of 
slightly cloudy urine; no indigo-carmine excretion 
in thirty minutes. Left kidney—normal flow of 
cloudy urine; fairly strong indigo-carmine excre- 
tion in thirteen minutes. Examination of the 
catheterized specimens showed on the right side 
numerous epithelial cells, urea 3 grams; on the left 
side, numerous epithelial cells, an occasional red 
blood cell, urea 2.5 grams. 

A thorium pyelogram of the right kidney showed 
the pelvis displaced downward and to the left, 
corresponding in a general way to the site of the 
tumor. 

The right ureter catheter was left in situ when 
the patient was returned to bed after the cysto- 
scopy; indigo-carmine in good concentration ap- 
peared in the urine from this catheter one hour 
after its injection (as opposed to its appearance in 
thirteen minutes from the left side). This de 
layed excretion was of course highly suggestive of 
obstruction of the ureter. 

Pre-operative diagnosis: Retroperitoneal tumor, 
probably renal in origin. 

Operation: Right rectus muscle-splitting incision. 
On opening the peritoneum a huge tumor pre 
sented. It proved to be retroperitoneal. The 
most prominent portion presented under the trams 
verse mesocolon to the right of the median line, 
being in contact with the anterior parietal periton 
eum. The transverse mesocolon was incised, e% 
posing the tumor itself. Fortunately it proved to 
be distinctly encapsulated, the capsule consisting 
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of several layers of dense fibrous tissue. The outer 
capsule was accordingly incised and the tumor grad- 
ually enucleated and developed. This procedure 
was fraught with very considerable difficulty as 
the tumor proved to be exceedingly vascular, and 
there were dense adhesions between it and the 
mesentery, as well as the intestines, both large and 
small. The enucleation proceeded, largely by 
blunt dissection, numerous large vessels entering 
through the capsule being clamped and _ ligated. 
Oozing was moderate and controlled by packing. 
When the dissection was about half completed the 
kidney was found to be situated near the upper pole 
of the tumor and intimately associated with it. The 
final pedicle, as it developed deep in the lumbar 
region, consisted of the renal vessels and ureter. 
It was found impossible to separate the pelvis 
of the kidney from the growth without leaving be- 
hind considerable tumor elements. The renal ves- 
sels and ureter were aceordingly ligated with heavy 
silk, and the kidney and tumor removed en masse. 
Because of the enormous raw surface it was 
deemed inadvisable to close the wound without 
drainage, and a large gauze drain was placed in 
the bed of the tumor and brought out of the upper 
angle of the wound. 

Although the loss of blood throughout the opera- 
tion had been slight, the patient was by this time 
in extreme shock. Accordingly, while an intraven- 
ous saline infusion and hypodermatic stimulation 
incision was 
closed as rapidly as possible with through and 
through sutures. 

Specimen: A tumor the size of an adult head, 
the kidney being intimately associated with its up- 
per pole; the kidney parenchyma itself not invaded. 
The greater part of the tumor was solid, there being 
several large cystic areas in its lower portion. On 
section the growth was yellowish red in color, 
friable and very vascular. 

Pathologist’s Report: 
(Dr. F. S. Mandlebaum). 

The subsequent course of the case was unevent- 
ful. The packing was :emoved on the eighth day. 
Eighteen days after operation the patient left the 
hospital in good condition, with wound firmly 
healed. Two months after operation she had re- 
mained well, and was without signs of recurrence. 
In view of the advanced stage of the growth, and 
its malignant nature, the ultimate prognosis is of 
course very poor. 

The question whether these tumors should be 
Operated upon transperitoneally or by the _ ilio- 
lumbar route is an open one. This will depend 


Peri-renal angiosarcoma 


somewhat upon the technical skill and experience 
at the disposal of the individual operator. It would 
seem to me that in the above case the transperi- 
toneal route was the more feasible one. The most 
difficult and dangerous step of the operation was 
the separation of the dense adhesions between the 
tumor and the mesentery and intestines Surely 
this was easier technically, and safer, when the 
field was close to the abdominal wall, than it would 
have been at the extreme depth of a wound made 
through the lumbar region. With an abdominal 
incision the separation in the depths is merely be- 
tween tumor and the muscular tissues of the back. 
This can be accomplished rapidly by blunt dissec- 
tion, with the assurance that important structures 
will not be damaged. 


A CASE OF BILATERAL TUBAL 
PREGNANCY. 


G. S. Foster, M.D., 


Surgeon: to the Notre Dame Hospital, and 


F. J. Puerson, M. D., 
Assistant Surgeon to the Notre Dame Hospital, 


MANCcHEsTER, N.H. 


The subiect of tubal pregnancy is one which al- 
ways interests the medical profession, because of its 
not infrequent occurrence, and the dangers inherent 
in its development. 

In reviewing the literature, it seems rather diffi- 
cult to sum up accurately the frequency of occur- 
rence of tubal pregnancy. Authors vary much in 
their conclusions on the percentage. 

In reviewing the etiology and gross pathology, 
opinions seem not to lack a variance. We there- 
fore decided that possibly the better method of ob- 
taining statistics regarding the number of bilateral 
tubal pregnancies occurring in this country during 
the last decade, would be by writing to all of the 
larger clinical centers. 

Our motive in doing this was the personal in- 
terest aroused by the case herein described. This 
is a true bilateral tubal pregnancy as proven by the 
microscope. It was the first case of its kind which 
had been seen at the Notre Dame Hospital as found 
by a review of the records. Our interest was 
further augmented by the lack of mention of this 
condition in the standard text-books. 

We believe this case will be of interest to others, 
and that a tabulation of the results of our numerous 
inquiries will assist in properly recording this ap- 
parently infrequent pathological entity. 


‘ 
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CASE REPORT. 


Referred by Dr.,F. J. Pherson. 
November 8, 1919. 


Mrs. B. Native American. Age 39, housewife. 
Final diagnosis: Tubal pregnancy, right, ruptured ; 
tubal pregnancy, left, necrotic. 

Family History.—Father living, age 56, well and 
strong; mother died at 70, apoplexy; one brother, 
well and strong; two sisters, well and strong. 


Past History—Mumps, rubiola, pertussis, vari- 
cella, scarlatina in childhood. Thyroidectomy, four 
years ago. Dilatation and currettement one year 
ago. Venereal infection denied. Has leucorrhea 
for 15 years, slight. Drinks tea and coffee. 

Began to menstruate at the age of 14; has always 
been regular, every 26 to 28 days; no pain; would 
flow about two days (scant) dark red blood, no 
clots. Was married at 28 years, menstruated regu- 
larly after marriage. Has never been pregnant 
previously. 

Present Iliness—Has always been well and 

-strong. First felt pain in lower part of abdomen 
two days ago; it grew very severe last night, and 
she had a chill lasting most of the evening. No 
headaches. 
sleeps poorly (very restless) ; appetite good. This 
pain came on very suddenly, and was so severe it 
“doubled her up” at times. She took salts and as a 
result has had numerous watery stools. Twenty- 
four hours ago, this abdominal pain grew much 
worse. Had a bad chill three hours ago. Occas- 
ional vomiting; nothing characteristic in vomitus; 
it did- not relieve the pain. All during the day has 
been greatly distended. Has passed a small amount 
of gas infrequently. 


No. 19438. 


Physical Examination—Well developed and 
nourished. Head, neck, scalp, ears, nose, throat, 
teeth, lungs, negative. Is extremely nervous, can- 
not keep hands and feet quiet. Right eye very 
prominent. Pronounced bulging from socket. Left 
eye, slight ptosis. Circular scar on neck from the 
thyroidectomy 4 years ago. Heart beats 118 per 
min; no mumurs; the rhythm normal. Abdomen 
markedly distended; tenderness and muscular 
rigidity very pronounced; marked tympany. Tem- 
perature 97°; pulse 128; respirations 28. 

Vaginal Examination.—Rather profuse muco- 
purulent secretion from external os. No blood- 
staining. Cervix not lacerated. Perineum and 
bladder not altered. Fundus of uterus not felt be- 
cause of extreme distention. Uterus freely mov- 


able. No masses felt, but because of the distention, 
results of this examination were not entirely satis- 


Bowels regular, micturition normal,- 


factory. Pre-operative diagnosis not made. Rup- 
tured appendix or volvulus suspected. 

After consultation with Dr. F. J. Pherson, it was 
advised that the patient be removed to the hospital 
at once. Owing to the board-like rigidity of the 
abdomen, there was a question as to the exact diag- 
nosis, but it was agreed that there was some ab- 
dominal condition that required immediate atten- 
tion. 

Even in the face of the urgency it was decided 
not to operate for twelve hours as we desired to 
reduce the pulse rate and nervous tension if pos- 
sible. 

November 9, 1919.—Operation at Notre Dame 
Hospital: Extirpation both tubes and _ ovaries; 
drainage. Patient went through the operation very 
well. Returned to bed in fairly good condition. 

Pathological Findings—Right lower quadrant 
of abdomen filled with dark bloody fluid and some 
clots. Right tube ruptured and a small piece of 
tissue free in the abdomen. Right ovary entirely 
destroyed. Left tube greatly distended, and sur- 
rounded by adhesions. Left ovary.very sclerotic. 


_ Tubal drainage instituted. 


Microscopical Examination.—Section showed 
multiple areas of glandular tissue markedly com- 
pressed by a large amount of fresh blood, extra- 
circulatory... Decidual tissue infiltrated by many 
round cells taking a blue stain with many marked 
areas of free blood. Both sections showed the 
presence of decidual tissue. 

Pathological diagnosis.—Bilateral tubal preg- 


nancy; ruptured on the right side; necrotic on the 


left side. 
LABORATORY FINDINGS. 


Blood. Urine. 
Hgb. 90 Straw; turbid. 
RBC. 4.384,000. Reac. acid. 
7900. Alb. trace. 
Polys. 70. Sugar—None. 
S; 22 A few fine granular and 
L. Mon. 4 hyaline casts. 
Eos. 4. Renal functional test—30 
per cent. at end of Ist 
B.P.D. 120s. 150 M.M. hour. 


Three consecutive Wasser- 
mann tests negative. 


The patient was discharged from the hospital 
November 26th. 

COLLABORATIVE CaSE ReEports. 

Case 1.—Vancouver General Hospital, Van- 
couver, B.C., Hospital No. 81347. Reported by Dr. 
J. J. Mason. Operation July 7, 1919. Extirpa- 
tion of both tubes and ovaries. Pre-operative diag- 
nosis: Fibroids of the uterus. 

Post-Operative Diagnosis: Ruptured left ectopic 
pregnancy. Likely right ectopic pregnancy. 

End Results: Uneventful recovery. 
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Case. 2—Cook County Hospital, Chicago, IIl., 
Hospital No. 29. Reported by Dr. Henry F. Lewis. 
Operated upon by Dr. Bertha Van Hoosen. 

Operation: May 4, 1918. Salpingectomy (bi- 
lateral). 

Pre-Operative Diagnosis: Acute recurrent ap- 
pendicitis ; acute recurrent cholelithiasis. (Stone 
in cystic duct). 

Post Operative Diagnosis.—Tubal pregnancy (bi- 
lateral ). 

End Results: An abscess complicated con- 
valescence, but discharged improved June 4, 1918, 
at own request. Wound not quite healed. 

Case 3.—Cook County Hospital Chicago, IIl. 
Hospital No. 161. Reported by Dr. Henry F. 
Lewis. Operated upon by Dr. D. N. Hillis. 

Operation: August 26, 1919. Salpingectomy 
(bilateral ). 

Pre-operative Diagnosis: Chronic salpingitis. 

Post-operative Diagnosis: Tubal pregnancy (bi- 
lateral ). 

End results: Did well for 5 days, then developed 
temperature of 102.4 degrees with pulse of 112. 
Anasarca. Failed rapidly and died 11.45 A. M. 
September 2, 1919. 

Coroner’s autopsy confirmed diagnosis made at 
operation. 

Case 4.—Jefferson Hospital, Philadelphia, Pa. 
Hospital number not given. Reported by Dr. Al- 
fred Heineberg. Operated upon by Dr. Alfred 
Heineberg. 

Operation: June 18, 1919. Salpingectomy (bi- 
lateral ). 

Pre-Operative Diagnosis: Not made. 

Post-Operative Diagnosis: Bilateral tubal preg- 
nancy. 

End Results: Uneventful recovery. 


MOLLUSCUM FIBROSUM. A CASE 
REPORT. 
JosepH L. DeCourcy, M.D., 


CINCINNATI, O. 


“Molluscum fibrosum is an overgrowth of the 
fibrous tissue of both the skin and subcutaneous 
structure. It may be limited or widely extended; 
it may appear as an infinite number of nodules 
scattered over the entire body, or as hanging folds 
of fibrous tissue in certain areas” (Da Costa).* 
That the affection is a rare one goes without saying 
when we consider the comparatively few cases that 
have been reported in the literature, among the 
most interesting being those by Chetti,? Greene,*® 


Anthony,‘ Harper,® Gill,° Hadda* and Sauers.* In 
the case described by Chetti the pendulous mass, 
when removed, weighed sixteerr pounds, ten ounces. 

It is a rare privilege, therefore, that I have the 
opportunity of presenting the following case re- 
port: 

Miss G., age 23, has suffered from a tuberculous 
spine ‘since early childhood, which has retarded her 
growth and caused considerable deformity. About 
eighteen months ago a flap of tissue began to form 
over her left shoulder and another just posterior 


These flaps of tissue have be- 
come progressively larger and hang as heavy sacks 
from the patient’s side and back. More recently, 
about one year ago, small hard nodules, varying in 
size from peas to hen’s eggs have appeared over 
the entire body, being distributed more uniformly 


to her left breast. 


over the back and chest. These nodules, as nearly 
as could be calculated, were about 4,000 in num- 
ber and for the most part pigmented a dark brown. 
The flaps also contain the peculiar pigment as seen 
in the photographs. 

Examination of the posterior flap when removed 
revealed a mass of tissue weighing about five 
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pounds. Microscopical examination showed a hyp- 
erplasia of the connective tissue with hypertrophy 
of the papillary layer of the corium. Aside from 
these the tissues seemed to retain their normal ap- 
pearance. Neither muscle nor nerve fibers were 
found. These findings seem to agree with those 
of Brickner® which follows: 

“The chief elements are: An absence of hyper- 
keratosis, a moderate degree of hypertrophy of the 
prickle-cell layer, an intact. basal cell layer, and 
hypertrophy of the collagenous tissue with atrophy 


of the elastic fibers, an increase in cellular elements 
and bloodvessels of the corium, and an absence of 


nerve fibers.” 
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A CASE OF PERSISTENT SINGULTUS 
CEASING AFTER THE REMOVAL OF 
INFECTED TEETH. 


Ray R. Reep, D.D.S. 


Chief of the Dental Department, Jones Clinic, 
Bay City, MIcHIGAN. 


Case No. A-912.—A man 67 years old with a 
complaint of hiccoughs which had been continuous 
for one week. Physical examination revealed: a 


‘myocarditis of the second degree; a few scattered 


rales in both lungs; tenderness over the gall-bladder 
and appendix; enlarged prostate and a right and 
left inguinal hernia. The Wassermann reaction 
was negative. Urinalysis showed a fourth de- 
gree of albuminuria and a few pus cells. The 
blood showed a leukopenia. The dental examina- 
tion showed a very advanced degree of pyorrhea. 
The gums were exceedingly hypertrophied. The 
résumé set down on the day of examination was as 
follows: chronic cholecystitis with stones, chronic 
appendicitis, bilateral hernia, teeth as foci of in- 
fection. 

The patient was advised to have the upper right 
lateral incisor, first bicuspid, and the three molars 
removed ; also the upper left bicuspids and the first 
and second molars. ‘ 

On the following day, the teeth on the right were 
removed under novocaine anesthesia. Excessive 
hemorrhage occurred, even on the insertion of the 
needle. Immediately after the removal of the 
teeth, and before the patient had left the chair, the 
hiccoughs had stopped. He was instructed to re- 
turn in three days. He stated then that the hic- 
coughs had returned the morning following the ex- 
traction. The other bad teeth were removed and 
the patient was instructed to return in a week. On 
this visit, his complexion and general appearance 
were greatly improved. The hiccoughs had com- 
pletely disappeared about twelve hours following 
the last extraction. 

I cite this case on account of its peculiarity. There 
evidently was an irritation to the phrenic nerve. 
This irritation was, it seems to me, due to the 
toxins from the infected teeth. The fact that after 
the first extraction there was a temporary cessa- 
tion of the hiccoughs may be explained by the ex- 
treme amount of hemorrhage which followed. 
Sufficient toxins were probably lost in this way to 
relieve the irritation of the phrenic nerve. The fact 
that there was complete relief and that there has 
been no recurrence since the removal of the infected 
teeth is convincing to me that this case was primarily 
of focal origin. 
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AMERICAN PHYSICIANS AND THE HALL 
OF FAME. 


A few weeks ago the newspapers published the 
names of eighty-seven men and four women nom- 
inated for election this year to a place among Amer- 
ica’s immortals in the Hall of Fame. The group of 
“physicians and surgeons” thus nominated con- 
sisted of the following names: Frank Abbott, Wil- 
liam Tillinghast Bull, John Murray Carnochan, 
Charles T. Jackson, D. D. Palmer. Charles E. De 
Medici Sajous, William Shippen, Jr. and Lyman 
Spalding. 

Probably very few physicians will even recog- 
nize all of these names. We had to appeal to Lieu- 
tenant-Colonel Garrison in the Surgeon-General’s 


Library to discover who were Frank Abbott and 
D. D. Palmer. 


“Frank Abbott appears to have been a dentist who 
did good work on tumors of the jaws and teeth, 
but is not specially known and certainly was not 
as important in the history of American dentistry 
as John H. Riggs, of “Riggs’ disease,” W. D. Mil- 
ler, the founder of dental pathology, or Edwin H. 
Angle, who brought order into the science of 
malocclusion.” John Murray Carnochan was a 
bold and original New York surgeon whose most 
active period was from 1850 to 1870; he died in 
1887. William Tillinghast Bull, also a New Yorker, 
was of a later generation and is vivid in the mem- 
ory of many of us. He, too, was an accomplished 
Surgeon, and “a prince among men.” But as rep- 


resentatives of surgery neither Carnochan nor Bull 
deserves to be considered before Nicholas Senn or 
Samuel D. Gross—or, indeed, before Valentine 
Mott, Nathan Smith, Wright Post or John and 
John C. Warren. 

Daniel David Palmer was the author of “The 
Chiropractor” and presumably the founder of 
the chiropractic cult. Charles E. de Medici 
Sajous published a treatise on throat and 
nose diseases in 1885. He belonged to that galaxy 
of earlier American rhinologists and laryngologists 
to whom we referred last month. Also eminent as 
an editor and as the author of a compendious work 
on the ductless glands, he is happily still alive and 
therefore not yet eligible to our Valhalla. 

William Shippen, Jr. in 1762 established a course 
of lectures in anatomy and didactic operative 
surgery and three years later he inaugurated the 
first systematic course of instruction in obstetrics 
in America. Lyman Spalding, a generation younger 
than Shippen, and a protégé of Nathan Smith, was 
an ardent anatomist and versatile in various fields 
of medicine, notably infectious diseases and prophy- 
laxis. He conceived the importance of a National 
Pharmacopoeia, established this institution in the 
face of many difficulties and, almost single-handed, 
prepared the first edition. 

Of the eight names thus proposed as medical 
representatives for the Hall of Fame only one, 
that of Charles T. Jackson, is associated with a great 
contribution to medical science and human welfare; 
and it is difficult-to see how the name of Jackson 
can be considered without reviving the bitter con- 
troversy concerning the honor of the discovery and 
introduction of anesthesia, in which he was one 
of four principal contenders, all Americans. It 
was established by competent witnesses that Craw- 
ford W. Long had administered sulphuric ether 
for minor surgical operations in 1842, two years 
before Morton, but Long did not then publish the 
method nor demonstrate it to the profession, so he 
does not deserve the credit of bestowing this great 
boon on mankind. Horace Wells, a dentist of 
Hartford, Connecticut, believing that the inhalation 
of nitrous oxide would make the extraction of 
teeth painless (Sir Humphrey. Davy in 1800 had 
suggested that this gas “may probably be used with 
advantage in surgical operations”), at his own sug- 
estion had one of his molars extracted, while a 
brother dentist, G. QO. Colton, administered the gas 
(1844). Wells then used nitrous oxide in his own 
practice. He attempted demonstrations in Boston 
and New York, but these were all failures, and in 
one case fatal. Unsuccessful and disappointed, 
Wells is said to have committed suicide. William 
T. G. Morton, a student of medicine and former 
partner in dentistry of Wells, knew of his efforts. 
From his preceptor, Charles T. Jackson, who was 
an able chemist, Morton received the suggestion 
that ether (chloric ether was first used, then sul- 
phuric ether) would produce anesthesia, and Mor- 
ton used it successfully in his dental work in 1844. 
Two years later, by invitation, he anesthetized a 
patient for an operation by Dr. John Collins War- 
ren in the crowded amphitheater of the Massachu- 
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setts General Hospital. Whether or not Jackson 
suggested ether to Morton (and it is denied by 
some) Jackson does not appear to have admin- 
istered it for narcosis nor to have experimented 
with it for such purpose. Whatever credit may 
belong to Jackson, it was Morton who first suc- 
cessfully demonstrated that surgery could be made 
painless and it was he who thus publicly introduced 
and proclaimed “painless surgery,’ perhaps the 
greatest of America’s many great gifts to civiliza- 
tion. But Morton lacked the nobility of character 
which ought to be a consideration in selecting the 
candidates for the Hall of Fame. His conduct was 
far from ethical. He attempted to keep the nature 
of his narcotic fluid a secret; he disguised the 
ether with aromatic oils; he, jointly with Jackson, 
patented it under the name of “letheon,” and he 
essayed to limit its employment to those who paid 
him for a license to use it. 


No physician (except Oliver Wendell Holmes) 
has yet been admitted to a place in the Hall of 
lame. The names to be first thus honored should 
be of those whose contributions to medicine and to 
mankind were epoch-making :—Ephraim McDowell, 
that brilliant surgeon and pupil of John Bell, who, 
in 1809, in the “backwoods” of Kentucky, per- 
formed the first deliberate ovariotomy and with 
twelve subsequent recorded cases established the 
operation in surgery; William Beaumont, the army 
surgeon who in 1833 published his “Experiments 
and Observations” on the gastric fistula of Alexis 
St. Martin—observations that provided our knowl- 
edge of the activities of the stomach, established 
the basis of dietetics and wrote a brilliant and ro- 
mantic chapter in the annals of experimental 
physiology ; James Marion Sims (1813-1883), the 
founder of gynecology. 


After these, among American medical men who 
were “great” in character and influence as well 
as in accomplishment, there are several to be con- 
sidered long before those in this curious group of 
nominees. We have mentioned some of them 
among the surgeons. Others are: John Shaw Bil- 
lings, the eminent bibliographer who made the li- 
brary of the Surgeon-General of the Army the 
greatest working medical library in the world, gave 
us the Index-Catalogue, and planned both the build- 
ings and the organization of the Johns Hopkins 
Hospital; S. Weir Mitchell, neurologist-novelist- 
poet, whose studies of periperal nerve injuries were 
epochal and who made many other important con- 
tributions to our knowledge of organic and func- 
tional nervous diseases; Benjamin Rush, signer of 
the Declaration of Independence, who Garrison, in 
his “History of Medicine,” says “was easily the 
ablest American clinician of his time,’ who 
described several new diseases, wrote the first 
American book on insanity, and made “per- 
haps the earliest American contributions to an- 
thropology”; Joseph Leidy, the great American 
anatomist, biologist and naturalist, who made im- 
portant discoveries in helminthology and parasi- 


tology. 
There were many eminent American physicians 


less “great” than these, but, as benefactors to man- 
kind, more worthy of consideration than most or all 
of those who have been “nominated” for the Hall 
of Fame. As examples we need but mention two: 
Walter Reed, who, with his collaborators, demon- 
strated the transmission of typhoid fever by the 
fly and yellow fever by the mosquito; and Joseph 
O’Dwyer, who perfected laryngeal intubation and 
saved the lives of many infants. 


SOUTH AMERICAN SURGERY. 

Of much interest to surgeons in the United 
States are the accounts, in recent issues of Surgery, 
Gynecology and Obstetrics, of the South American 
trip of Drs. William H. Mayo and Franklin H. 
Martin undertaken on behalf of the American 
College of Surgeons and with a view to extending 
fellowship in that college to the southern continent. 
These accounts relate an up-to-dateness in the 
surgery of the larger South American cities that is 
as gratifying as it is, we confess, surprising. We 
quote from Dr. Mayo: 


Their medical schools are splendid institutions with a 
seven-year course, and are the equal in equipment and 
methods of theoretic teaching of any in the world. In 
South America “Commencement Day” means just that, 
for after graduation the young surgeon begins a special 
course of surgical training. Instead of carving h's way 
to knowledge and experience by the scalpel, he is tutored 
for a period of from eight to ten years along lines which 
we of the United States have accepted only recently 
under the general term of fellowships in graduate medi- 
cine and surgery. 

The hospitals of South America are imposing, built 
for the tropics, and associated with the medical schools. 
The hospital records are the best I have ever seen; this 
is true of every hospital we visited, small or large. 


And from Dr. Martin: 


I am quite sure that Lima, Santiago, Valparaiso, 
Buenos Aires, or Montevideo could entertain a surgical 
society of the United States or Europe and give a sur- 
gical demonstration that would reveal a broad experi- 
ence, approved facilities for diagnosis, recognized tech- 
nical ability, and a fundamental knowledge of surgery 
that could not be excelled anywhere. 


It would seem from these reports that the col- 
lege would be honoring itself by including the best 
surgeons in South America, and that we should 
have them also in mind, as well as our Canadian 
colleagues, when we talk of “American” surgery. 


A DECADE OF “SURGICAL SOCIOLOGY.” 

Ten years ago we established in the JouRNAL a 
then unique department of Surgical Sociology un- 
der the editorship of Dr. Ira S. Wile of New York, 
who, though not a surgeon, was nationally known 
by his activities in, and contributions to, public 
medicine in many of its various phases. Each 
month since then Dr. Wile has contributed an edi- 
torial on some timely aspect of social medicine that 
concerned the public relations and obligations of 
surgery—preventive and corrective,—of surgeons as 
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a class, and of hospital, institutional and industrial 
surgeons in particular. These interesting editorials 
have been much quoted, and, we believe, have cor- 
tributed largely to the quickening of our profes- 
sion’s interest in the social aspects of surgery—and 
medicine. 


When this pioneer department was established 
the social phases of medicine were receiving inade- 
quate attention, especially so within the profession 
itself. The decade of its publication has witnessed, 
however, a remarkable growth of interest in the 
subject ; the early efforts of the JourNAL to intro- 
duce surgical sociology as a part of medical litera- 
ture has been justified by the present frequency of 
articles on the social aspects of medicine and sur- 
gery in the medical journals and by the establish- 
ment of special journals devoted to public and in- 
dustrial medicine; and many of the reforms sug- 
gested, sponsored or supported in the JouRNAL have 
found introduction into medical and surgical prac- 
tice. Believing, therefore, that the educational 
purpose of the department of Surgical Sociology 
has now been fulfilled, Dr. Wile has decided to dis- 
continue it. We accept his decision with regret, 
tempered by his promise of occasional contributions 
in the field in which he has written his name large. 
On behalf of our readers, and for ourselves, we 
thank him for a decade of loyal helpfulness and 
stimulating achievement. 


Surgical Suggestions 


A gumma of the cheek may much resemble a 
basal-celled carcinoma. 


Sciatica associated with tenderness in the region 
of the sacro-iliac joint may be relieved by strapping 
the pelvis or applying a suitable corset support. 


A transverse incision of the scrotum (in one of 
the folds) heals with better cosmetic result than a 
longitudinal incision. 


Varicocele of rapid development suggests some 
obstruction to venous return (e. g., pressure by iliac 
glands), which should be investigated before oper- 
ating. 


Sometimes a chronic breast abscess is indistin- 
guishable, by inspection and palpation, from a car- 
cinoma. 


A single emptying of a mammary cyst with a 
needle is often curative; but it is best to impress 
the patient with the importance of keeping under 


observation. 


Confronted with an “acute abdomen” it is foolish 
and dangerous to sit by waiting for the leucocyte 
count to rise. If the signs and symptoms indicate 
operation, operate! 


Joint suppuration treated by free incision and 
active movements (Willems) may recover with 
perfect function. Treated by drainage with gauze 
or tube, ankylosis—or worse—is inevitable. 


Tonsillectomy and other operations in the throat 
should not be performed under general anesthesia 
without the use of a suction apparatus to prevent 
aspiration of blood or other matter into the lungs. 


The outlook for a surgical operation upon a dia- 
betic is far more serious when the condition oper- 
ated upon is directly related to the diabetes (e. g., 
carbuncle, cellulitis), than when it is merely inci- 
dental. 


Don’t expect results from Carrel-Dakin treatment 
if the Dakin solution is not properly made and care- 
fully titrated, if the tubes are not applied where 
they should be, if the dressings are not conducted 
lege artis. 


In a case of long-standing jaundice blood trans- 
fusion before operation is probably the best means 
of preventing bleeding during or after the opera- 
tion that would otherwise probably result from the 
cholemia. 


It is important to bear in mind that after “run- 
over” and other abdominal injuries there is some- 
times a deceptive “silent interval” of twelve to 
twenty-four hours before a tear of the small intes- 
tine manifests itself by symptoms. 


In the aged the temptation may be great to drain 
an abscess through a small incision. This is a mis- 
take. A younger individual, with greater powers 
of resistance, may heal thus; but in the senile it is 
important that the drainage be very free. 


In determining the cause of an obscure peritonitis 
it is worth bearing in mind that a very high 
leucocytosis (50,000-60,000) ‘speaks for a pneu- 
mococcus infection. A twisted viscus, e. g., ovar- 
ian cyst, may also cause a very high leucocytosis. 
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Progress in Surgery 
Selections from Recent Literature. 
Edward Bleier, M.D., Abstract Editor. 


Syphilitic and Tuberculous Joints. Percy WILLARD 
Roperts, New York. The Journal of Orthopedic Sur- 
gery, May, 1920. 


Roberts summarizes the essential features of the prob- 
lem as follows: 

“First, there was abundant confirmation of the opinions 
expressed many years ago by Gibney, Ridlon, Whitman, 
Sayre and others that cases of joint syphilis cannot be 
“distinguished clinically from tuberculosis. My experience 
leads me to go further than this and to say that the 
symptomatology and radiographic findings of these two 
diseases is usually so nearly identical that to make a 
diagnosis of tuberculous joint disease without first elim- 
inating the possible presence of syphilis invites serious 
error which jeopardizes the welfare of the patient. 

“Second, the Wassermann test upon which so much 
reliance is placed in the diagnosis of acquired syphilis, 
is of comparatively little help in the late manifestations 
of inherited lues. In forty-seven cases where symptoms 
subsided under mixed treatment and where often there 
was a positive family history and other stigmata of lues, 
Wassermann tests made with an alcoholic antigen gave 
eleven weak positives and thirty-six negatives. The same 
bloods treated with cholesterinized antigens gave thirty- 
three positives from one- to four-plus and fourteen 
negatives. 

“Third, the medical treatment of cases of this nature 
does not differ materially from that of acquired syphilis. 
The cardinal points are to crowd whatever drugs may 
be used to the limit of tolerance and to continue treat- 
ment for at least a year after all symptoms have sub- 
sided. There are two great dangers of relapse. One is 
the premature abandonment of vigorous therapy and the 
other severe trauma. The latter is always a menace, as 
children may feel perfectly well and be apparently normal 
long before their bone lesions are completely healed. 

“Fourth, the orthopedic treatment of these cases varies 
somewhat from that usually employed in tuberculosis ‘as 
the goal aimed at is quite different. In tuberculosis a 
firmly ankylosed joint is generally desirable as tissue re- 
generation is not to be expected. In syphilis, on the other 
hand, replacement of necrotic bone areas may occur with 
the restoration of practical function. Therefore weight- 
bearing joints should not be maintained indefinitely in 
plaster casts, and the patient should be allowed to walk. 
Removable braces which will prevent weight-bearing and 
allow motion in the joints when the patients are lying 
down are preferable. So, also, are removable splints for 
the upper extremities, in order that voluntary motion at 
prescribed intervals may be carried out after the acute 
symptoms have subsided. Spine cases should, of course, 
be continuously immobilized until the radiograph shows 
solidification of the diseased bone.” 


Anthrax: Comparison of Surgical and Nonsurgical 
Methods of Treatment—A Review of Fifty-one 
Cases Treated at the Massachusetts General Hos- 
pital from 1888 to 1918. Apert J. ScHOLL, Jr., Los 
Angeles, Journal of the American Medical Associa- 
tion, May 22, 1920. 


Scholl reviews fifty-one cases treated at the Massa- 
chusetts General Hospital from 1888 to 1918. Anthrax 
bacilli were found in 81.2 per cent of the cases. The 
mortality in the cases reviewed was 13.7 per cent. Four 
of nine patients (44 per cent) treated surgically died; 
only three (7 per cent) treated nonsurgically died. Forty- 
two patients had lesions on the face and neck. Cervical 
infections are .especially dangerous; two of the patients 
treated nonsurgically died from respiratory difficulty re- 
sulting from the associated edema. The patients treated 
_nionsurgically were confined to bed; their lesions were 
left absolutely alone and exposed to the air; no special 


or general measures were carried out. In several of the 
surgical cases a rapid increase in the edema, a steady 
decline in the patient’s general condition, and death sey- 
eral hours later definitely pointed.to the operation as the 
causative factor. The average duration of the disease in 
patients that recovered was twenty-three days. Death in 
the seven fatal cases occurred on an average of four 
days after the onset of the disease. Thirty-eight infec- 
tions were in men engaged in handling hides; of these 
twenty-three were leather tanners. All of the patients 
treated were males except one. This was a girl, agéd 
17, who was employed sorting bristles in a brush factory, 


The majority of the methods of treating anthrax de- 
scribed in the literature are conservative. Surgical in- 
tervention offers very little. The organism is building up 
protective barriers and walling off and splinting the in- 
fected area. The main contention of those advising sur- 
gery is that the lesion is strictly a local one, and excision 
should be performed before generalization takes place, 
There is probably a systemic infection from the onset, 
but in most cases it is not so great that the organism 
cannot overcome it. 

Anthrax serum was used in only one of the cases of 
this series. The temperature, which had remained at 103° 
for five days, dropped immediately after the first ‘injec- 
tion and remained normal. Sclavo, in Italy, and Mar- 
chou, in France, reported the use of anthrax serum. The 
serum had been used extensively in Italy and also re- 
cently in France, but only rarely in this country, although 
it is readily obtainable here. Legge studied a series of 
cases treated by Sclavo with serum. In 164 cases there 
was a mortality of only 6.09 per cent, in contrast to 24 
per cent, the rate for all cases treated in Italy over a 
period of fifteen years. Pied cites nine cases with a 
positive blood culture, in seven of which serum treat- 
ment was used successfully. Bissel and Graham also fe- 
port two cases with positive blood culture, successfully 
treated, serum having been used. Bowlby and Andrews 
report a case in which cultures from the vesicles around 
the lesion yielded abundant anthrax bacilli. Nineteen 
hours after an injection of serum, cultures similarly 
taken were negative. Serum, which is evidently not harm- 
ful to the patient, generally arrests the extension of 
the edema. 


The Present Status of Neurological Surgery. CHaRrLEs 
Philadelphia. The Journal-Lancet, May, 


Frazier outlines in a general way the problems of neuro- 
logical surgery, and reviews some of the recent advances. 

He refers to the operation for trigeminal neuralgia 
first. He thinks we may characterize section of the sensory 
root of the Gasserian ganglion as the radical operation 
for the relief of major or epileptiform neuralgia. 
Throughout a number of years operations ranging from 
peripheral nerve-sections to removal of the Gasserian 
ganglion by various difficult and dangerous routes had 
been experimented with. Cerebral complications, facial 
paralyses, and defects in vision were seemingly unavoid- 
able complications of the radical procedure, and the mor- 
tality was appallingly high. Those, however, we may now 
characterize as ancient history, and forget the disfigur- 
ing scar, the intracranial complications, and the death 
toll. As now practiced, section of the sensory root of 
the Gasserian ganglion is eminently satisfactory. From 
the standpoint of cosmetics, the scar is invisible, and 
the symmetry of the face undisturbed. In recent opera- 
tions Frazier found it quite feasible to ‘conserve the 
motor root and thereby leave undisturbed the muscles of 
mastication. From the standpoint of safety the risk 
seems ridiculously slight when we consider that in most 
instances our patients are elderly people. In his last 130 
consecutive operations, Frazier had but one death, and 
that was of apoplexy twelve days after the operation. We 
can dismiss from our minds now anything that relates 
to the technic of the operation. It may be looked upon 
as a finished product. The profession, as a whole, now 
may consider it in the light of a completed modern 
achievement. i 
The routine performance of decompression in traumatic 
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cases is unjustified. The operation should not be prac- 
tied in cases that should be recognized as inevitably 
fatal nor in those cases in which recovery with- 
out intervention seems probable. The operation should 
be reserved for such cases as deve.op during the 
frst forty-eight hours signs of increasing intracranial 
pressure, if this be of such a degree as to threaten the 
function of the medullary centers. In determining when 
this critical state is approached, certain fallacies, which 
have crept into literature, should be avoided. Some would 
have us believe that the increasing blood and intracranial 
pressure, together with edema of the optic d-scs, is an 
infallible operative sign. To follow this teaching would 
lead to manv false conclusions. In order to derive any 
valuable assistance from circulatory changes, the surgeon 
should observe the pulse pressure rather than the systolic 
pressure, and as the pulse pressure approaches the pulse 
rate the time for intervention is at hand. But the de- 
cision for or against operation in this emergency should 
be based, not alone on the evidences of increasing pres- 
sure, as exhibited in the circulation ur eyegrounds, but 
with a much wider perspective of the effect of vressure 
upon the cerebral function as seen in the disturbances 
of the reflexes—of the motor mechanism, of conscious- 
ness, and of the respiratory apparatus. 

Frazier deals in general with the subject of brain tumors, 
and their classification. Of operations for pituitary tumors 
the transphenoidal is the method of choice. The article 
closes with a review of the subject of nerve repair, re- 
generation and suture. 


Notes on Ureteral Stone. G. Koriscuer, and J. S. 
EIsENSTAEDT, Chicago. Journal of the Michigan State 
Medical Society, May, 1920. 


There has been a reaction recently from the too liberal 
employment of cutting operations for ureteral calculi. 
Even large stones with rough surfaces may be expelled 
by ureteral contractions. Stones impacted in the upper 
third of the ureter should be removed by pyelotomy, with- 
out stripping the ureter. Pyelotomy is a much safer 
procedure than ureterotomy. Stones impacted in the in- 
travesical portion of the ureter should be removed either 
by the operating cystoscope or suprapubic cystotomy. 

Liberating such a concretion through the cystoscope is 
accomplished by either dilating the ureteral ostium by 
means of an alligator forceps and injection of a lubricant, 
or widening the ureteral mouth by incising it by means 
of fine scissors or a slender galvano-cautery introduced 
through the conducting channel of the operating cysto- 
scope. 

If necessary, extraction is accomplished with a fine 
forceps inserted in the same way. The _ cystoscopic 
method may be tried in all cases in which part of the 
stone is already seen to protrude from the ureteral mouth 
or in those instances in which the concretion is not caught 
in the mucosa (on account of a cross position), and if 
there is no pronounced inflammatory reaction in the in- 
volved area. 

But it is just those cases of immovable impaction of 
a stone associated with marked inflammatory reaction in 
which there arises the indication for prompt removal of 
the concretion. 
Cystoscopic endovesical manipulations in such cases are 
not advisable for the following reasons. The mucosa 
around the ureteral opening is very hyperemic and vul- 
ferable to a high degree. Any manipulation traumatiz- 
ing it will immediately cause profuse hemorrhage. This 
obscures the cystoscopic view to such an extent that the 
hecessary steps can no longer be carried out under the 
guidance of the eve. 

Inflammatory reaction evidences itself by redness of the 
Vvesical mucosa over the area concerned, by the appear- 
ance of wrinkly folds which cover the intravesical part 
of the ureter, and in a pronounced protrusion into the 
Bladder of this area. The region of the ureteral end 
assumes the appearance of an inflamed nipple or of a red 
taspberry. 

In all cases of this kind it is preferable to open the 
dder by suprapubic incision and expose the trigonum 


to direct approach. The ureteral opening is then incised 
to the extent desired and the concretion extracted with 
a fine forceps. It is unnecessary to suture the slit in 
the orifice after removal of the stone—healing proceeds 
favorably without it and in this way there is also elim- 
inated the: likelihood of the formation of phosphatic 
deposits. 

In case considerable oozing should occur, it is checked 
by touching the bleeding edges with the galvano-cautery. 

After the ureteral operation is completed, the bladder 
is sewed up without drainage and the fascia and skin 
closed over it. 

Correct suturing of the bladder and reliable subfascial 
drainage will insure primary union so that the healing 
process is completed in from seven to nine days. 


Surgery of the Kidney. E. S. Jupp, Rochester, Minn. 
Minnesota Medicine, May, 1920. 


Judd reviews the field of renal surgery, noting particu- 
larly the advances made in diagnosis and the important 
changes in surgical technic. 

In reference to floating kidney, he says: 

“The movable and the floating kidney have ceased to 
occupy an important place in surgery. At one time the 
surgeon considered it advisable to fix in the normal posi- 
tion all kidneys that seemed to lie too low or to be too 
movable, but at the present time, the mere position of 
these kidneys is not deemed an indication for operative 
treatment. Usually, this.condition of general visceroptosis 
is associated with the syndrome of general neurasthenia 
and will not be benefited by surgery. Undoubtedly, at 
times the floating kidney assumes a position which causes 
a change in the position of the ureter, so that the flow 
of the urine is obstructed and an intermittent hydrone- 
phrosis, which can be determined by a special examina- 
tion, results. In such cases surgical treatment is advised, 
although it does not always give the best results. In- 
terference with function is the factor which should de- 
termine the advisability of operation.” 

In view of the fact that surgery is not always satis- 
factory in hydronephrosis cases, it seems best not to be 
too urgent in advising it. If an anomalous vessel is 
the cause, the condition will be relieved by the division 
of this vessel, provided the hydronephrotic sac is not 
too large. If the cause of the condition is a stricture or 
an angling of the ureter a plastic operation at this point 
of the ureter would seem to be indicated. A number 
of these plastic operations have been done in the clinic 
in cases in which hydronephrosis was sufficient to pro- 
duce marked symptoms and yet had not resulted in any 
destruction of the kidney. The results in these cases 
have not been generally satisfactory. Some patients have 
had recurring trouble which required nepthrectomy. The 
operation described by Peck, “splinting the ureter,’ has 
proved very satisfactory in some cases. 

Tuberculosis of the kidney requires nephrectomy. This 
may be performed even in the presence of a healed or 
inactive lesion in the lung. 

The incision used at the Mayo Clinic for exposing the 
kidney combines the advantages of the so-called posterior 
and anterior incisions, adding materially to the facility 
with which these operations may be performed. It is 
crescentic, beginning well forward on the flank above 
the spine of the pubic bone, extending backward and 
upward to the point of articulation between the last rib 
and the vertebrae. The incision must extend far enough 
forward to give a- good exposure of the pedicle in cases 
in which the pedicle is short and the kidney high-lying. 
The operation is extra-peritoneal throughout. The import- 
ant sensory nerves come into view readily and are pre- 
served. In some instances it is necessary to cut through 
the muscles. The perirenal fat should be extensively re- 
moved in all tuberculous and malignant cases. The cut- 
off end of the ureter should be isolated in all tuberculous 
cases, in such a manner that it will not soil the wound, 
This may be accomplished by fastening the ureter out- 
side the wound or isolating it by threading it through a 
rubber tube. The pedicle consisting of the renal vessels 
should be caught by two clamps. When tying the pedicle, 
the deeper of the two clamps is released while the liga- 
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ture is being tightened onto the pedicle; in this way the 
pedicle is controlled by the ligature and also by the second 
clamp. Another ligature is then placed on the pedicle be- 
fore the second clamp is removed. 

4 


. Acute Intussusception. Report of a Case Relieved by 
Enema. Samuet K. Levy, Brooklyn, Medical Record, 
May 15, 1920. 


Levy reports a case in order to suggest the utility of 
giving less radical measures at least a hasty trial before 
resorting to operation, especially in cases seen early. The 
case reported was a classical one, with the usual signs 
of low intestinal obstruction, and the mass _ palpable 
through the abdomen and the rectum. The child made 
a complete recovery. The height of the enema container 
should be four to six feet. 

Not all pediatricians and surgeons are in favor of im- 
mediate operation, and there are those who advise the 
use of manual and aerohydrostatic methods, even in long- 
standing cases. Notable in this group are several Danish 
clinicians. Porter advocates this method, yet sees “no 
good reason why the abdomen should not be opened 
and a similar procedure be undertaken in full view of 
the surgeon.” Hess says: “It is before decided patho- 
logical changes in the intestine will have taken place that 
we may hope to obtain results by irrigation, or other 
mechanical methods of reduction.” Griffith advises the 
use of non-surgical methods of reduction in cases that 
have lasted one or two days. McMurtry cites a case 
of non-operative reduction after three days duration. 
Apfel mentions Kerley’s case of reduction of an intus- 
susception, which had existed six days, by means of water 
pressure. Dawe reports a case of acute intussusception 
reduced by manual manipulation over the abdomen, to- 
gether with enema. 


Review of Some of the Present Uses of Radium in 
Medicine. ‘Howarp A. KeELty, Baltimore. The Jour- 
ei of the Medical Society of New Jersey, May, 


The most remarkable results are obtained in lympho- 
sarcoma. All cases should be treated with radium, never 
operated upon. Hodgkin’s disease is also curable when 
taken early. A certain number of cases of leukemia have 
been reported cured and well after a number of years. 
The successful results are directly proportionate to the 
early recognition of the disease and its prompt treat- 
ment with radium. Epitheliomata of the hands and face, 
when not too far advanced, are relieved in 95 to 98 
per cent. of the cases. In cancer of the lip, radium will 
often wipe out the local lesion, but the enlarged glands 
of the neck should be taken care of surgically. Where 
the extent of the disease is uncertain as in cancer of 
the breast, surgery is preferred, because of the imprac- 
ticability of radiating a large area, but radium is pre- 
fered for local recurrences. In fibroid tumors of the 
uterus, radium is the preferable treatment. In older 
women menstruation is stopped in this way, the tumors 
cease growing, shrink or disappear entirely. In cancer 
of the cervix, radium is the treatment par excellence, 
and is always oreferable to surgery. In the cases in 
which the disease has invaded one or both broad liga- 
ments, and in the massive cases, there is no other rational 
treatment. In recurrences after operation, it is also of 
service. Cancer of the body of the uterus is best treated 
surgically. Primary cancer of the vagina melts rapidly 
under radium. 


Partial Splenectomy. Netson Mortimer Percy, Chicago. 
Northwest Medicine, April, 1920. 


After a preliminary discussion as to the rationale of 

partial splenectomy, Percy presents the technique as ex- 
. perimentally applied and the results that follow. 

The primary purpose was to determine whether or not 
it was a surgically feasible procedure. Is the hemorrhagic 
feature controllable and suture practicable? Secondarily, 
to observe the b!ood pictures. Dr. Nickson, assistant 
professor of pathology at the University of Washington, 

made the blood counts at forty-eight hour intervals. It 


was expected to find the usual picture, as described by 
Pearce, Krumbhaar, and Frazier in their experimental 
work in total splenectomy; namely a so-called secondary 
anem a, characterized by its prompt onset, gradually in- 
creasing anemia and a slow return to normal in from 
two and a half to three months. 


In the first instance there was a most unexpected blood 
picture—an increase over the normal which climbed 
gradually from 5,000,000 up to 5,600,000. A like picture 
was again presented in the next and succeeding animals 
operated upon. An increased count amounting in one 
case to almost 1,000,000, a distinct polycythemia. Pos. 
sibly this is a reversion back to the fetal blood-making 
function, because of traumatic irritative changes or reduc- 
tion of a hemolytic sensitizing substance which the spleen 
may supply to the blood-destroying qualities ascribed to 
the liver. 

Percy concludes: 

1. That partial splenectomy is a comparatively simple 
operation in the dog, that the matter of hemorrhage is 
readily controllable and healing occurs by primary in- 
tention. 

2. That a partial splenectomy in his five cases was 
accompanied by a distinct polycythemia. 

It remains to be demonstrated: 

1. Whether this condition will be constant and whether 
it will be so manifested in the human being. 

2. And also what value an increase in red cells thus 
produced by partial splenectomy will have upon the course 
in the treatment of hemolytie jaundices, Banti’s disease 
and pernicious anemia. 


The Wassermann Reaction and Miscarriages. 
MAN GoopMAN, New York. Surgery,.Gynecology and 
Obstetrics, April, 1920. 


Goodman reports the results of the Wassermann fe- 
action in blood taken from 1,320 pregnant women at the 
Sloane Maternity Hospital, New York City. Of this 
number, 89, or 6.7 per cent, gave four-plus positive re- 
sults, two per cent more gave three-plus positive, and 
the frank negative tests were given by only 87 per cent 
of the women. 

That syphilis as evidenced by the serological reaction 
is a fruitful source for frustrated pregnancies, and com- 
parative sterility is shown by the tables in the report. Of 
the four-plus positive multiparas, 52 per cent had suffered 
one or more miscarriages, as compared to 37 per cent of 
the Wassermann-negative multiparas. No four-plus posi- 
tive patient gave a history of having been pregnant more 
than six times. Tables illustrative of another phase of 
the problem are interesting. Among the syphilitic women 
carrying their second child, 38 per cent had miscarrie 
the first as compared to 27 per cent of the 2-gravida 
Wassermann-negative women who had miscarried _ the 
first pregnancy. The expectancy for the four-plus Was- 
sermann multipara to miscarry is 75 per cent, while that 
of the negative multipara is about 45 per cent. 

Goodman further reports that only one woman among 
the 1,320 gave a history of having had syphilis, although 
approximately one woman out of every eleven gave 4 
strongly positive Wassermann reaction, 


A Case of Maceration in the Living Newborn. (Em 
Fall von Maceration des lebenden Kindes.) Harolp 
LorENZEN, Jena. Zentralblatt fiir Gyndkologie, Jan- 
uary 31, 1920. 


The child was born after short labor, the mother be- 
ing 26 years old, primpara, Wassermann reaction nega- 
tive. Child weighed 6% pounds, 53 cm. long, presenting 
the appearance of complete maceration. The epidermis 
hung in long str‘ps from back, hands and feet. On face, 
chest and extremities the skin was loosened in smaller 
tags. Fingers and’ toes were enclosed in real epithelial 
tubes. No bullae, and no extension to mucous mefir 
branes. On close inspection a fine layer of new epidermis, 
which allowed the red, vascular corium to ‘shine through, 
everywhere existed, so that no raw spots were found 
By the seventh day the child’s skin, though red and 
tender, was fully regenerated. 


Dez 
espec 
mace! 
and t 
can 
form< 
case, 
A Cz 
n 
J 
The 
plete 
quenc 
thra 
the s 
failed 
The 
media 
Four 
| longit 
the s 
This 
being 
: at the 
| and 
is fre 
walls. 
neck 
: a me 
pende 
| guide 
mg a 
woun 
being 
Th 
postet 
tissue 
repai 
buriec 
down 
unitec 
the t 
regio 
| left i 
| conti 
Inj 
C 
a 
: a 
3 E 
0 
articl 
imme 
face, 
of th 
the 
a we; 
sonal 
this 0 
battle 
the 
now 
Engle 


NE, 1920, 


ibed by 
‘Mental 
condary 
ally in- 
n from 


d blood 
climbed 
Picture 
animals 
In One 
Pop 
making 
reduc- 
spleen 
ibed to 


simple 
hage is 
ary in- 


es Was 


whether 


ils thus 
Course 
disease 


Her- 
gy and 


ann fe- 
at the 
this 
ive re- 
je, and 
er cent 


‘eaction 
d com- 
rt. Of 
uffered 
cent of 
Is posi- 
more 
1ase of 


ile that 


among 
though 
gave 4 


(Em 
HAROLD 
e, Jan- 


ner be- 
nega- 
senting 
idermis 
n face, 
smaller 
thelial 
mem- 
dermis, 
1rough, 
found. 
and 


You. XXXIV. No. 6. 


PRoGRESS IN SuRGERY; Book REVIEWS. 


AMERICAN 
JournaL oF SwurRGERY. 


179 


Dead macerated fetuses are common, The liquor amnii, 
especially if it contains meconium (bile-salts) rapidly 
macerates dead fetuses causing tne epidermis to scale off 
and then penetrating deeper ana attacking the soft parts. 

Syphlitic pemphigus and congenital simple’ pemphigus 
can be excluded. They manifest themselves first by 
formation of blebs, which were entirely absent in this 
case, and are usually fata!. 


A Case of Intractable Urinary Incontinence Cured by 
the “Goebell-Stoeckel” Operation. (Ein Fall Hart- 
nackiger Incontinentia urinae und deren Heilung 
ee “Goebell-Stoeckel.”) A. H. M. 
. VAN Rooy, Haarlem. Zentralblatt fiir Gynakologie, 
February 21, 1920. 


The patient, now 36 years old, has suffered from com- 
plete urinary incontinence since her 20th year in conse- 
quence of forcible extraction of a vesical stone per ure- 
thram. Three previous operations (two attempts to unite, 
= a internus, and one Gersung twisting) had 
ailed. 

The operation consisted in a transverse incision, im- 
mediately above the symphysis pubis, down to the fascia. 
Four cm. to the right and left of the median line parallel 
longitudinal incisions are made in the fascia; 7 cm. above 
the symphysis these incisions are united by a cross cut. 
This gives a musculo-fascial flap, the pyramidales muscles 
beng attached to the deep surface of the fascia, with base 
at the symphysis. The recti muscles are now separated, 
and mainly by blunt dissection the neck of the bladder 
is freed (of course extraperitoneally) from the pelvic 
walls, Venous hemorrhage to each side of the bladder 
neck is controlled by packing. The flap is now split in 
a median longitudinal direction so as to give two inde- 
pendent flaps. The free tip of each flap is secured by a 
guide suture which is attached to the corresponding pack- 
mg at the side of the bladder neck. The abdominal 
wound is closed by approximating the recti (the flaps 
being buried) and closing the skin. 

Through a median anterior colporrhaphy incision the 
posterior urethra and bladder neck are mobilized, scar 
tissue being excised. The sphincteric musculature is 
repaired as well as possible. By incising a thin fascia the 
buried packings were reached and withdrawn, bringing 
down the muscle-fascia flaps with them. The flaps were 
united, by their muscle tissue so as to completely encircle 
the base of the bladder and strengthen the sphincter 
region. Complete closure of vaginal wound. atheter 
left in situ for 14 days. The patient has been and is 
continent for one year. 


Book Reviews 


Injuries to the Head and Neck. By H. Lawson 
Wuate, M.D., Cams., F.R.C.S., Cast R, A. M, 
= (T. F.), formerly Capt. I. M. S. (Retired); The 
Queen’s Hospital, Sidcup; No. 83 General Hospital; 
and Surgical Specialist to No. 53 General Hospital, B. 

. F.; Surgeon for the Ear, Throat and Nose to the 
London Temperance Hospital; and to the Hampstead 
General Hospital. With Preface by CoLoneL Frep- 
ERICK F. BurcHarp, C.B., M.D., M.S., F.R.C.S. Small 
octavo; 316 pages; 130 illustrations. New York: 
E. Hoeser, 1919. 


There appeared during and after the war innumerable 
articles and monographs dealing with the management, 
immediate and remote, of .gunshot injuries of the head, 
face, neck—all of them of more or less interest and some 
of them of much importance. We would put this book in 

latter class. Although not a large treatise it contains 


@ wealth of valuable information gleaned from the per- 
sonal service of a British surgeon throughout the war in 
this one field of work—beginning with cases from the first 
le of Ypres, later in the department of oral surgery in 
largest base hospital in Boulogne and finally in the 
Eel ie hospital for maxillo-facial surgery at Sidcup, 
gland. 


As the author states in his introduction, this is not a 
text-book nor does it deal with tabulated series of cases 
or other statistics. It represents rather a selection of il- 
lustrative cases and systematized observations from the 
author’s own experience. With such practical informa- 
tion it is replete and one can not read any of the pages 
at random without learning something worth while. 

Injuries to the brain and to the eye are not discussed, 
except quite incidentally. The subjects dealt with are: 
hemorrhage, extraction of foreign bodies, infection, the 
larynx, the ear, the nose and accessory sinuses, the lach- 
rymal sac, rhiroplasty, the early and the late treatment of 
gun-shot wounds of the face, and the jaws. These sub- 
jects are freely illustrated with photographs of cases, 
showing, for the most part, excellent results in conditions 
that might appear, at first, far too extensive to offer any 
prospect of satisfactory repair. The author, however, has 
not attempted to display merely good-looking facial re- 
storations but rather to indicate the essential considerations 
in plastic repair of the nose, mouth, ear. 

The work of the “maxillo-facial” surgeons in the war 
will last beyond the lives of those who were benefited by 
their skill. It will carry over in some measure, at least, in- 
to the purely cosmetic surgery of civil life and especially 
into the management of severe injuries. 

While this work is altogether personal, i. e., based on 
the observations of the author himself, it is very modest 
and equally interesting and practical. It is well worth 
reading. 


Plastic Surgery. Its Principles and Practice. By 
Joun Sraice Davis, Ph.B., M.D., F.A.C.S., Instructor 
in Clinical Surgery, Johns Hopkins University; Visit- 
ing Surgeon and Plastic Surgeon to the Union 
Protestant Infirmary, the Hospital for the Women of 
Maryland, and the Children’s Hospital School, Balti- 
more, Md.; etc. Large octavo; 770 pages; 864 illus- 
Philadelphia: P. Braxiston’s Son & Co., 

19. 


For several years Dr. Davis has devoted himself to 
plastic surgery, and periodic literature has contained 
many contributions from him. Success in this field can 
not come without concentration of effort and the general 
surgeon whose reconstructive work is only occasional is 
not apt to secure the best results. 

In this book the author has planned to survey the whole 
field of plastic surgery (other than military), of all parts 
of the body, including congenital abnormalities such as 
hairlip, hypospadias, syndactylism. It contains some orig- 
inal matter based on the author’s methods, but most of it 
is familiar through text-books and articles that have pre- 
ceded it. 

In bringing a large variety of lesions within the scope 
of his treatise the author has not escaped some inconsisten- 
cies. He treats of hammer-toe but not hallux valgus or 
club-foot, of atresia vaginae but not atresia ani. He says, 
“We are interested here only in complete atresia of the 
vagina: The problem presented by cases in which the 
lower end of the outlet only is implicated are distinctly 
gynecological.” Why complete atresia is less “distinctly 
gynecological” we are at a loss to understand, the more so 
since his brief description of the various methods employed 
to manufacture a vagina adds nothing new to the subject. 

He describes the classic plastic external operations on 
the nose but does not deal with cosmetic operations by the 
intranasal route. In discussing cartilage implantation for 
raising the bridge he says, indeed,“I prefer not to take the 
greatly increased chance of infection which the internal 
incision gives.” 

There are good chapters on plastics of the lips, the eye 
lids, the face, the ear and the extremities. The arrange- 
ment of subjects, however, is neither convenient nor logi- 
cal. Macrocheilia is not discussed in the “surgery of the 
lips” but, with macroglossia, in a miscellaneous chapter on 
“malformations” including nevi, polydactylism and ham- 
mer-toe. 

Hare-lip and cleft palate, hypospadias, epispadias, extro- 
phy of the bladder and atresia of the vagina, which are 
certainly “malformations” are dealt with in separate chap- 
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ters. Congenital malformations of the ear, however, are 
not separated from the chapter on “surgery of the ear” 
(which, incidentally, should have been titled “surgery 
of the auricle”). 

The chapter on skin transplantation, a subject to which 
Davis has given much attention—is very interesting. 
While, of course, he prefers autografts where possible, he 
has also had some successes with isografts (probably in 
cases where there was blood group similarity between host 
and donor) and also with animal grafts. He has not had 
success with fetal membrane grafts. The technic of apply- 
ing Keverdin grafts (or, as Davis calls them, “small deep 
grafts”) is well described. He always applies a dressing 
(ointment or silverfoil covered by rubber protective) di- 
rectly to the grafts, and does not approve of leaving them 
exposed to the open air until after a few days have elapsed. 

The book is attractive in appearance and well illus- 
trated. <A bibliography is appended to each chapter. 


Handbook of Diseases of the Rectum. By Louis J. 
HirscHMAN, M.D., F.A.C.S., Vice-Chairman, Section 
on Gastro-Enterology and Proctology, A.M.A.; Ex- 
President, American Proctological Society; Professor 
of Proctology, Detroit College of Medicine; Proc- 
tologist, Harper Hospital; Major, M.C., U.S.A. (Hon- 
orably Discharged), Detroit, U.S.A. Third Edition. 
Octavo; 360 pages; 223 illustrations and 4 colored 
plates. St. Louis: C. V. Mossy Company, 1920. 


This excellent manual has been before the profes- 
sion for ten years and is too well known to require ex- 
tended description. This third edition, delayed by the 
author’s military service overseas, shows careful revision 
-and, in some parts of the text, elaboration without, how- 
ever, increasing the size of the book. Pictorially the 
work has been much improved as compared with the 
first edition. Descriptions of disease processes, diagnos- 
tic examinations, and technics of treatment are clear 
and scientific, and free from bias and unwarranted en- 
thusiasm. Local anesthesia is emphasized and described 
for each operation. Cancer of the rectum is dealt with 
from the diagnostic side; its operative treatment is not 
included within the scope of the manual. As before, there 
is an admirable chapter on the dysenteries, by Dr. John L. 
Jelks, of Memphis. 


Modern Surgery, General and Operative. By JoHN 
Caters Da Costa, M.D., LL.D., F.A.C.S., Samuel 
D. Gross Professor of Surgery, Jefferson Medical Col- 
lege, Philadelphia etc. Eighth Edition, Large octavo; 
1,697 pages ; 1,117 illustrations, some in colors. Phila- 
delphia and London: W. B. Saunpers Co., 1919, 


In reviews of previous editions of Da Costa’s “Modern 
Surgery” we have taken pleasure in referring to it as 
the best single-volume treatise on general surgery in 
English. We would still so regard it, but in this edition 
we confess to a measure of disappointment. Although 
extensively revised and considerably rewritten and, 
withal, incorporating a great deal of new and important 
material, the work is not wholly up-to-date. In several 
sections Da Costa refers to contributions that have been 
superseded, and he describes some methods that are now 
discarded. We might refer to these in detail, but the 
author’s frank and charming preface (itself written while 
on a naval transport) quite disarms criticism. The prep- 
aration of this edition was perforce undertaken “under 
extreme difficulties,” while he was in active war service 
-in the navy, deprived of the assistance of his usual col- 
laborators in this preparation, who were similarly engaged. 
Parts of the book “were written in odd times and in 
strange places. The war was raging « its sadden- 
ing elements settling upon the author “as a vast obsession, 
full of sorrow and of heart-break, paralyzing thought 
of other things. It was a dreadfully hard task under 
such circumstances to sit at a desk and try to revise a 
book. It was an utterly impossible thing to do it as it 
should be done.” 

That many important articles were not accessible to 
the author during its preparation largely explains the de- 
ficiencies in this edition. The depression that obsessed 


him equally explains certain oversights in revision, As 
an instance of these, Da Costa discusses under “chronic 
abscess of bone,” only the cortical abscess described by 
Brodie; he makes no mention of chronic medullary bone 
abscess; and he says “if the abscess opens into a joint, 
trephine the bone, and also open, irrigate and drain the 
joint.” We cannot believe that, in the face of. the les. 
sons of surgery in the war, Da Costa himself would 
“drain” such a joint! 

If this eighth edition is not up to the standard of its 
predecessors it is nevertheless still an admirable book, 
replete with information. After all, one does not expect 
to find in any text-book or treatise on surgery all that 
is to be sa'd on any single subject and, as a reference, 
Da Costa’s work is much more comprehensive than most 
of them. It has earned its place in the library of the 
practicing surgeon and is the best book on the subject, 
that we know, for the medical student. 


Standard Nomenclature of Diseases and Pathological 
Conditions, Injuries and Poisonings, for the United 
States. Octavo: 347 pages. Washington: Bureau or 
Census, 1920. 


The preparation of this standard nomenclature was be 
gun during the war by the Council of National Defence, 
and it has been completed by the Bureau of the Census of 
The Department of Commerce. It is presented as “a first 
edition, intended to draw from physicians and all others 
interested free criticisms which will help to make a later 
edition of greater value.” 


Books Received 


The After-Treatment of Surgical Patients. By 
Wittarp Bartiett, A.M., M.D., F.A.C.S., and Collab- 
orators. In two octavo volumes; 1040 pages; 221 
illustrations and one color plate. St. Louis: C. V 


Mossy Company. 1920. 


Les Blessures du Foie et Des Voies Biliaires. By 
P. SouBeyrAN, Professeur agrege a la Faculté de 
Medicine de Montpellier. Octavo, 209 pages; 73 il 


lustrations. Paris: Fetix Atcan, 1919. 
The Future of Medicine. By Sir James MacKENzE, 
F.R.S., M.D, F.R.C.P., LL.D. (Ab. & Ed), 


F.R.C.P.L. (Hon.), Consulting Physician to the Lon- 
don Hospital. Duodecimo; 238 pages. London: 
Henry Frowpe, Hopper & StoucHTon. Oxrorp UNF 
VERSITY PrEss, 1919, 


Common Diseases of the Skin. With Notes on Diag- 
nosis and Treatment. By G. Gorpon CampseLt, B.Sc, 
M.D., C.M., Lecturer on Dermatology and Pediatrics, 
McGill University; Physician to the Montreal General 
Hospital. Octavo, 229 pages; illustrated. New York: 
Tue MacmitLtan Company, 1920. 


The American Atlas of Stereoroentgenology. Edited 
and published under the sole auspices of the New Yo 
Roentgen Society. Vol. IX.| Troy, N. Y.: THe 
SoutHworTH Co., 1920. 


The Case History Series: Diseases of Women, includ- 
ing Abnormalties of Pregnancy, Labor and Puerperium. 
A Clinical Study of Pathological Conditions Character: 
istic of the Five Periods of Woman’s Life. Present 
in One Hundred and Seventy-three Case Histories 
By Cuartes M. Green, A.B., M.D., Professor of Ob 
stretrics and Gynecology, Emeritus, in Harvard Unt 
versity; Senior Surgeon for Diseases of Women, 
ton City Hospital; Formerly Visiting Physician, 
ton Lying-In Hospital; Fellow of the American 0 
lege of Surgeons; Fellow of the American Gynecologt 
cal Society. Octavo; 466 pages; illustrated. Bostos- 
W. M. Leonarp, 1920 
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